


The RHODE ISLAND MEDICAL JOURNAL 











VOL. XLI 


JANUARY, 1958 





NO. 1 





“WHAT IS YOUR DIAGNOSIS?” * 


— A CLINICOPATHOLOGICAL CONFERENCE — 





SUMMARY OF CASE 
ane housewife consulted her physi- 
cian in July, 1956, because of abdominal pain 
and a forty-pound weight loss of one year’s 
duration. 

Present illness: In November, 1954, shortly after 
the accidental burning and death of a sister, the 
patient’s menses ceased, she developed hot flashes, 
and was subsequently treated with various hormone 
preparations, both by mouth and by injection. In 
July, 1955, she developed nausea and a full feeling 
in the epigastrium after the ingestion of food. She 
attributed these symptoms to the hormone treat- 
ment and discontinued it in August, 1955. Her 
symptoms continued, however, and she began to 
lose weight. A gastrointestinal series and a gall- 
bladder series were done in October, 1955, and 
were reported as negative. 

In November, 1955, she was admitted to a Diag- 
nostic Clinic in Boston. At that time she complained 
of a discomfort in the epigastric region, which 
radiated to the left and right upper quadrants, 
came on in the morning, was steady, and persisted 
until retiring at night. On occasion it was noted 
immediately after swallowing. Her appetite had 
been good, but she stated that she had lost 25 
pounds during the previous year, and that she spent 
much of the previous six months in bed. Constipa- 
tion, relieved by mineral oil, and cramps prior to 
a bowel movement had been noted. Physical exam- 
ination was significant for the presence of spider 
angiomata over the upper anterior chest, negative 
heart and lungs, hyperactive peristalsis of the ab- 
domen, no local tenderness, and a normal rectal 
examination. Laboratory data revealed hemoglobin 
of 81% (12.6 grams), hematocrit 42, WBC 9,800- 
polys 65%, lymphocytes 27%, monocytes 7%, 
eosinophiles 1%. Sedimentation rate 39 mm/hour 
(Westergren), negative Hinton and Kahn, fasting 
blood sugar 108 mgm.%, two-hour, post-prandial 
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sugar 129 mgm.% ; normal values were recorded 
for blood urea nitrogen, blood proteins, cholesterol, 
cholesterol esters, serum bilirubin, BSP test, thy- 
mol turbidity, cephalin flocculation, and serum 
amylase. Urinalyses were negative except for a 
trace of protein on one occasion, specific gravities 
ranged between 1.008 and 1.024. Electrocardio- 
gram, gall-bladder series, barium enema, upper 
gastrointestinal series, and proctoscopy revealed no 
abnormality. A psychiatric consultant felt that the 
patient had an emotional disturbance but not 
of a severe degree. She was discharged and advised 
to be treated with tincture of belladonna, dexedrine, 
and amytal. 

Following her discharge from the Diagnostic 
Clinic, the patient sought no further medical atten- 
tion until she consulted her private physician in 
July, 1956, for re-evaluation. At this time, her 
presenting symptom was epigastric pain primarily 
after eating, and she stated that she had lost a total 
of 40 pounds in the previous year. The epigastric 
pain was a daily occurrence, and was described as a 
dull, heavy pain, not affected by position nor re- 
lieved by bland foods. It never occurred at night. 
Hot flashes were less bothersome than they had 
been a year ago. She stated that she slept well, had 
a good appetite but had become afraid to eat. Her 
family life was said to be harmonious and happy. 

Past history: No serious illnesses were recalled. 

In October, 1954, she stated that she had two 
attacks of severe chest pain, awakening her at night. 
two nights in succession, lasting a few minutes and 
followed by fainting. The pain radiated into both 
arms, more so on the left. She perspired, but there 
was no vomiting, and on each occasion, she sat up 
in a chair all night. 


Family history: Her mother died at age 39 of 
“Bright’s disease,” her father died at age 60 of 
pneumonia. One brother was living and well, one 
sister had died of burns a year previously. Two 
sons had asthma. 

Physical examination was significant for a 
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weight of 132% pounds, compared with a normal 
of 169 pounds. Blood pressure 140/80. Eyes, in- 
cluding fundi, ears, nose, throat—negative. No or- 
gans or masses could be palpated in the abdomen, 
and no tenderness could be elicited. 

Laboratory Studies: Hemoglobin 14.5 grams, 
urinalysis, S.G. 1.001, Sugar and Albumen nega- 
tive. WBC 11,000, differential normal; the ap- 
pearance of the platelets and red cells was normal, 
and no abnormal white cells were noted. 

The patient was referred for a gastrointestinal 
series, which revealed slight dilation of the esopha- 
geal ampulla, but no evidence of any esophageal 
hiatus hernia. The rugal folds of the stomach ap- 
peared intact. The pylorus showed slightly in- 
creased spasm. The duodenal cap filled and emptied 
normally. The first portion of the duodenum was 
redundant, but showed no evidence of ulcerative 
disease. There was considerable “‘puddling and 
spasm” noted throughout the lower segments of 
the small bowel. At one hour the stomach was 
empty and the head of the meal was in the upper 
loops of the ileum. It was concluded that there was 
a motor disturbance throughout the lower loops of 
the small bowel, but no evidence of organic dis- 
sase. An intravenous cholangiogram showed a nor- 
mal gall bladder and biliary tree, and an intravenous 
pyelogram revealed normal kidneys. 

Further Course: Inthe subsequent eight months, 
the patient was seen in her physician’s office fairly 
regularly and was given symptomatic treatment. 
Narcotics were required in January, 1957, when 
the pain became increasingly severe. During this 
time, her weight dropped to 116 pounds. Four sedi- 
mentation rates (Wintrobe method ) gave corrected 
values of 30 to 33 mm/hour. Her hematocrit re- 
mained between 41 and 43. Several rectal examina- 
tions were done during that time, and one benzidine- 
positive stool was obtained. During these eight 
months the pain became increasingly severe, tend- 
ing to persist all day. Acute attacks occurred pri- 
marily after eating. On one occasion, during an at- 
tack of severe pain, a serum amylase was taken and 
was 10 Units. 

3ecause of the continued pain and weight loss, 
the patient was admitted to the Rhode Island Hos- 
pital on March 18, 1957. Physical examination at 
that time was significant for: Temperature 99 de- 
grees, pulse 100, respiration 16, blood pressure 
140/80. She appeared thin, depressed, but in no 
pain. Her abdomen was flat and soft without masses 
or tenderness. 

Laboratory: \W BC 12,050, with a normal differ- 
ential, hemoglobin 11.2 grams, urine negative. 

On March 19, 1957, an exploratory laparotomy 
was performed. Exposure was excellent, the stom- 
ach, duodenum, and esophageal hiatus appeared 
normal. The pylorus appeared to be somewhat 
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thickened and hypertrophied. The gall bladder was 
distended, it was aspirated, and after emptying 
palpated and no caculi found. The biliary tract, 
pancreas, large and small bowel, pelvic viscera, 
kidneys, and spleen all appeared normal. A pyloric 
myotomy and incidental appendectomy were per- 
formed. 

The patient had an uneventful post-operative 
course and was discharged on the 12th hospital day. 

Following discharge from the hospital, the pa- 
tient continued to complain of pain of intensity 
more severe than prior to the surgery. It was local- 
ized to the area of the incision, and required pe- 
riodic Demerol. She was placed on a strict Sippy 
diet without any improvement. She became com- 
pletely obsessed by her abdominal pain, and on 
April 15, 1957, after a psychiatric consultation, it 
was decided to have her admitted to a psychiatric 
hospital. -xamination that evening revealed no new 
physical findings, other than a rectal temperature of 
100 degrees. The patient was found dead in bed the 
following morning. 


HERMAN A. LAWSON, M.D., Moderator 


Director of Professional Services, 
U. S. Veterans Hospital, Providence 


Your Program Committee has arranged another 
Clinicopathological Conference, because these ex- 
ercises have been well received, and there are sev- 
eral reasons for that. It is a sporting event, de- 
scribed by one speaker as something between a 
horse race and a lynching. Those who have par- 
ticipated in similar programs understand what he 
meant by that remark. They also provide a maxi- 
mum opportunity for audience participation and, 
of course, everybody is welcome to make comments 
or ask questions. Those who care to venture, before 
Doctor Meissner tells us the answer, are invited 
to say what they think the diagnosis may be. 

We are very fortunate in having here tonight, 
to discuss this problem, two distinguished gentle- 
men. As you know, Doctor Claude Welch, of Bos- 
ton, is Clinical Associate in Surgery at Harvard 
Medical School, and visiting surgeon at the Massa- 
chusetts General Hospital in Boston, and Doctor 
Perry J. Culver, of Boston, is an Associate in 
Medicine at the Harvard Medical School, and visit- 
ing physician at the Massachusetts General Hos- 
pital in Boston. 

It has been suggested that I read the abstract as 
it has been given to you. I think in order to save 
time, that I will summarize it, and it is possible to 
summarize it very easily and briefly, because this 
fifty-year-old woman had abdominal pain that 
plagued her for twenty-two months, and nobody 
could find out what caused it. Her past history was 
quite unremarkable, and her physical examination 
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repeatedly was very disappointing in that it gave 
no leads. 

Laboratory work was negative, and all of her 
X rays were unrevealing, and so the doctors who 
had to bear the responsibility for the care of this 
woman, had little help from the ordinary methods 
we employ in diagnosis. 

Finally, and, understandably, she was subjected 
to an exploratory laparotomy, in the hope that 
something might be discovered by this means that 
would permit of a diagnosis, and enable some kind 
of curative therapy to be instituted. But the lapa- 
rotomy was also remarkably negative. 

The patient was finally to be admitted to a psy- 
chiatric hospital, because she had become obsessed 
by the abdominal pain. Before she was admitted, 
she was found dead, in bed. 

Now, the past history was not entirely negative. 
There are two points that | noted in her past his- 
tory ; namely, that seven or eight months before her 
epigastric pain began, she suffered a severe emo- 
tional shock, following which menstruation ceased, 
and she developed typical symptoms of the meno- 
pause, for which she received the usual treatment. 
When her epigastric discomfort developed, it was 
attributed to the medicine which she was receiving, 
but when she discontinued it, the pain continued. 
About a month before that, in October of 1954, she 
stated that she had had two attacks of severe chest 
pain which awakened her at night, for two nights 
in succession, lasting a few minutes and followed 
by fainting. The pain radiated into both arms, more 
so to the left. She perspired, but there was no 
vomiting, and on each occasion, she sat up in a 
chair all night. 

Subsequently, she was found to have a perfectly 
normal electrocardiogram. 

She went to a diagnostic clinic in Boston where, 
on physical examination, it was noted that she had 
spider angiomata over the upper anterior chest. 
Laboratory tests of all kinds were repeatedly nega- 
tive, except for a persistently elevated sedimenta- 
tion rate, which ranged from 30 to 38 m.m. per 
hour by the Westergren method. She had several 
X-ray examinations in Providence and in Boston, 
of the gall bladder and alimentary tract, which re- 
vealed nothing except a slight dilatation of the 
esophageal ampulla, but no evidence of an esopha- 
geal hiatus hernia. The rugal folds of the stomach 
appeared intact. The pylorus showed slightly in- 
creased spasm. The duodenal cap filled and emptied 
normally. The first portion of the duodenum was 
redundant, but showed no evidence of ulcerative 
disease. There was considerable “puddling and 
spasm” noted throughout the lower segments of 
the small bowel. At one hour, the stomach was 
empty and the head of the meal was in the upper 
loops of the ileum. It was concluded that there was 
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a motor disturbance throughout the lower loops of 
the small bowel, but no evidence of organic disease. 
An intravenous cholangiogram showed a normal 
gall bladder and biliary tree, and an intravenous 
pyelogram revealed normal kidneys. 

In spite of all of these negative findings, her pain 
was very persistent. It began in the epigastrium., 
and initially, radiated to the right and left, but 
never through to the back, so far as we know. 

The pain started in the morning and continued 
throughout the day. As time went on, she observed 
that it was precipitated by eating, so that although 
her appetite remained good, she refrained from eat- 
ing, because of the fear of the pain produced, and 
consequently, she lost a great deal of weight, forty 
or fifty pounds or more. Eventually, during the last 
few months of the illness, the pain became so severe 
that the doctors were obliged to give her opiates, 
Demerol and other medicines. 

Al doctor: I believe some occult blood was found, 
and I wonder if that particular phase was followed 
up with subsequent studies. : 

She also gave a history of dysphagia, which 
seemed to be prominent in the protocol and she 
was afraid to eat because of that difficulty. | am 
wondering if there wasn’t the possibility of a lesion 
in the esophagus that could have perforated and 
was the cause of sudden death. 

Chairman Lawson: What kind of a lesion? 


Al doctor: Well, it could be a chronic ulcer. It 
could be a carcinoma. 

Doctor Lambiase: This little bulge that you see 
on the film here, is a dilated ampulla, I believe. It 
doesn’t look like a hernia. None of the other films 
shows that. 

There doesn’t seem to be anything else here at 
this time, which was in September. 

Chairman Lawson: | meant to ask you, at what 
date were these films taken ? 

Doctor Lambiase: On the tenth of July of 1956. 

Chairman Lawson: This was eight months be- 
fore she died ? 

Doctor Lambiase: She had subsequent ones tak- 
en at the hospital which looked just about the same. 
There hadn't been any change, as far as we could 
find out. 

Dr. Culver, do you want to start this discussion ? 


PERRY J. CULVER, M.D., of Boston 
Associate in Medicine, Harvard Medical School; 
Visiting Physician, Massachusetts General 
Hospital 

This case is almost the perfect crime, and instead 
of discussing the differential diagnosis of abdom- 
inal pain, I think I shall go right to the end and 
discuss the differential diagnosis of sudden or 


almost sudden death. 
continued on next page 
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There is a twelve-hour period of mystery here 
for which we have no observations. If we consider 
the elimination of violent death, such as suicide, 
which I assume did not take place, in spite of the 
fact that she was going to a mental institution, we 
then have to consider what possibility might be 
the explanation for a sudden and unexpected de- 
mise. 

First of all, we can take conditions that involve 
the brain. There might be a sudden hemorrhage, 
from a congenital aneurysm. There is nothing here 
that would lead to any such diagnosis being sus- 
pected. The patient has not had previous warning 
headaches, and it would not explain the abdominal 
pain. 

We might also have hemorrhage into a metastatic 
lesion into the brain. This patient has had a rather 
remarkable weight loss, a total of fifty-three 
pounds, over twenty-two mouths. It is perfectly 
sasy to blame this on the fact that she was afraid 
to eat, but it might also mean that there is under- 
lying progressive serious and malignant disease, 
which, in spite of the best efforts of a competent 
surgeon, was not discovered in the abdominal cav- 
ity ; it might have been in the retroperitoneal space. 

Doctor Lawson has brought out that there was 
no back pain, which is usually a sign suggesting 
that. And we entertain this as a possibility only, but 
not a serious one. Could there have been a sudden 
embolus to the brain or a sudden thrombosis ? 
Usually, the exit is not quite as rapid as this, but 
it might possibly be. 

We have to consider the possibility of a peri- 
pheral vascular disease, or arterial disease, and this 
patient, although she is only fifty, has had no evi- 
dence of a real hypertension, and there is no history 
to suggest diabetes. 

These are the major possibilities of intracranial 
pathology leading to sudden death, if we are going 
to postulate arterial or vascular disease, in a fifty- 
vear-old woman. 
~ Next, we have to consider the various cardio- 
vascular accidents, which might have taken place. 
In 1954, which was about two years or two and a 
half years before the onset of death, she had two 
attacks, which might have been the pain of coronary 
artery disease. However, there are a few peculiar 
things about these attacks. One is that she wanted 
to sit up. I take it she chose to sit up at night, 
rather than to lie down. This is not a completely 
excluding diagnostic feature of anginal pain, but 
in general, in anginal pain the patient does want 
to lie down. 

In anginal hernia, the patient wants to sit up. 

Perhaps the severe pain could come from gall- 
stone colic, again severe enough to cause shock or, 
at least, fainting and sweating. 

Whether the patient wanted to sit up or lie down, 
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[ think does not help in the differential diagnosis of 
the causes for pain in the chest. 

Perhaps we have partially but not completely 
ruled out a myocardial infarction shown by the 
normal electrocardiogram. 

We have no really good explanation for the pain 
in the chest. To date, we have no explanation for 
the pain in the abdomen. In addition to the possibil- 
ity of acute myocardial infarction, we have to.con- 
sider the possibility of an acute attack of ventric- 
ular fibrillation. 

I don’t know how we can make this diagnosis. 
There is nothing to give us the clue to that, but of 
course, it is another cause of sudden death. 

Then, we have next to consider the possibility of 
embolic phenomena, such as a massive pulmonary 
embolus. 

We have little or no clues as to the site of origin 
of a pulmonary embolus. And there is nothing to 
suggest a thrombophlebitis in the leg. A retro- 
peritoneal tumor sometimes leads to thrombotic 
episodes, but we have very little evidence of a retro- 
peritoneal tumor. We do have abdominal pain, 
which is not exactly characteristic of that. Never- 
theless, we have to keep in mind the possibility of 
a massive embolic phenomenon, 

Third, we have to consider a vascular accident of 
the major biood supply, in particular, of the aorta, 
such as a dissecting aneurysm. Here again, pain is 
not characteristic of an aneurysm which is dissect- 
ing. The pain that she had two years earlier, going 
up to the arms, could possibly represent a small 
dissection. Subsequently, sudden death could have 
resulted from a massive hemorrhage from an aneu- 
rysm, or could have resulted from dissection of the 
aneurysm, in the abdominal cavity. I think this has 
to be considered seriously, if we are going to try to 
work out an explanation for the abdominal pain, 
and I will come back to that in a moment. 

A final possibility is massive hemorrhage some- 
where. Again, we lack clues as to the site of the 
massive hemorrhage. We know that a certain per- 
centage of gastrointestinal lesions, perhaps ten per 
cent or so, can bleed massively, and we never find 
the cause, even at operation, such as bleeding from 
a small angiectasis, for example, but whether it 
would cause sudden death from gastrointestinal 
tract bleeding, without warning, I am not sure, and 
I doubt if that can be the case. 

We are left pretty much up in the air, in trying 
to explain this sudden death. 

We have these various possibilities. How can we 
combine these with abdominal pain? This pain is a 
little peculiar. It does not awaken her at night. It 
is there all day long. In general, I think in practice, 
when you have a patient who is never awakened at 
night by pain, and who insists that the pain persists 
all day long, and particularly, if the patient is emo- 














tionally disturbed, all of us are going to continually 
fall into the trap that this is functional disease ; and 
it seems to me, in spite of the fact that she was 
found dead in bed, we will have to consider this 
could be functional disease, explaining her abdom- 
inal pain. 

There is a slight clue, perhaps, in that the ab- 
dominal pain was made worse by eating; this sug- 
gests that the act of eating put a strain upon the 
blood supply to the intestinal tract, and we have 
something like abdominal angina. This could mean 
that there is a disease involving the celiac axis, 
impairing the blood supply to a limited extent, not 
sufficient to be discovered at exploration, but still 
sufficient to give her abdominal pain, when the 
blood supply had to be increased by eating. This 
may be the clue to what occurred finally. 

There is one other possibility which we may add 
to this. I refer to the bizarre X-ray picture of the 
small bowel. I wonder if we may see the X rays of 
the small bowel and stomach. 

Doctor Lambiase: These are the films of the 
small bowel. The changes that are seen are in the 
middle portion of the small bowel. Other films show 
a pretty normal jejunum. 

Doctor Culver: Do you think those changes in 
the small bowel are due to dilatation and swelling 
of the mucosa, or are they due to a deficiency 
pattern ? 

Doctor Lambiase: I don’t think it is as marked as 
that ; I think it is more likely that the changes you 
see are due to edema of the submucosa. Sometimes, 
this is just a functional disturbance. Even in the 
case of a psychoneurosis, changes like these have 
been recorded. 

Doctor Culver: Thank you very much. I know 
that some psychiatrists report a slight leukocytosis. 
This patient has around 12,000 count, and I am not 
sure that the sedimentation rate has been reported. 
I would still like to speculate that the bowel changes 
may be associated with disturbances of circulation 
to the bowel, which could give a pattern somewhat 
like this. We have seen a few cases, where embo- 
lectomy was done in the mesenteric artery, and the 
patients survived without having to have any resec- 
tion of the small bowel; subsequently they devel- 
oped a sprue-like syndrome, with an abnormal 
small bowel pattern. Obviously, in those cases, the 
small bowel pattern was more severely disturbed 
than here, but this may be a minor degree of the 
same thing. 

Spider angiomata are supposed to be seen in 
parenchymal diseases of the liver, unless the patient 
is pregnant. Possibly, a few spiders may be seen in 
people who do not have liver disease. Whether the 
hormone therapy was sufficient to produce spiders, 
I am not sure. It is possible that we could explain 
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the spiders in that way. Parenchymal disease of the 
liver seems to be ruled out by a battery of tests. 
We know it is not one hundred per cent so, but it 
makes it fairly certain that there is no liver disease. 

Again, it does not explain the course this patient 
followed. 

Occasionally, with pancreatic insufficiency, we 
may see an abnormal pattern in the small bowel. 
We certainly get bizarre pains, with chronic pan- 
creatitis, but in looking at these films, I didn’t see 
anything suggestive of calcification of the pancreas. 
Again, she did not have the back pain usually asso- 
ciated with it. 

There is nothing to suggest steatorrhea or the 
diarrhea of pancreatic insufficiency. She did not 
have any of the laboratory evidence of the more 
acute pancreatitis. 

It is pretty hard to feel that we had a carcinoma 
of the pancreas, with a normal glucose tolerance 
test. 

As you well know, there is no good test for car- 
cinoma of the pancreas, but a glucose tolerance 
test, which may be 50 per cent, particularly with 
carcinomas of the body and tail, is one of the best 
clues that we have; and I was looking for a car- 
cinoma of the pancreas to explain a metastatic 
lesion. 

So in summary, we have to say that we have a 
fifty-year-old woman with a twenty-two months’ 
history of rather unusual abdominal pain. This 
pain changed its character, after surgery, and went 
to the scar ; apparently, it left its original site, and 
that bothers me. There is one possible explanation, 
namely, that various people who have investigated 
abdominal pain, have found that referred pain from 
the abdominal viscera is sometimes referred after- 
wards to a scar in the abdomen, rather than to the 
original site. 

For instance, patients who have had a gall blad- 
der operation may refer ulcer pain, or may refer 
appendiceal pain, to the gall bladder scars. Also, 
the appendiceal scar may be the site of reference 

continued on next page 





Let us then blush, in this so ample and so won- 
derful field of nature (where performance still 
exceeds what is promise) to credit other men’s 
traditions only, and thence commence uncertain 
problems to spin out thorny and captious ques- 
tions. Nature herself must be our advisor; the path 
she chalks must be our walk; for so while we con- 
fer with our own eies, and take our rise from 
meaner things to higher, we shall at length be re- 
ceived into her closet — secrets. 


Preface to Anatomical Exercitations 
Concerning the Generation of Living 
Creatures, 1653. 

WILLIAM HARVEY 
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for pain arising from lesions in various parts of 
the gastrointestinal tract. 

So it is perfectly possible that the pain which 
originally arose, apparently in the small bowel and 
in the upper abdomen and stomach, was later re- 
ferred to the scar. 

So we have to postulate that this patient had a 
lesion which gave her this pain steadily, all day 
long, aggravated by meals, and that it led to sudden 
death. I am going to stick my neck out and say that 
she had an aneurysm, which gradually dissected 
down, impairing the blood supply of the small 
bowel for a period of time, slowly cutting it off, 
and then during the night the aneurysm ruptured, 
and that was the cause of death, 

Chairman Lawson: Doctor Welch, we should 
now like to hear you discuss this patient. 


CLAUDE E. WELCH, M.D., of Boston 
Clinical Associate in Surgery, Harvard Medical 
School; Visiting Surgeon, Massachusetts General 

Hospital 

I think that it is quite apparent to all of you that 
no one could make a reputation in clinical patholog- 
ical conferences after reading over this case. I re- 
cently concluded that this patient must have some 
organic disease, or we wouldn't have been invited 
down here, at the price of two dinners, to discuss a 
patient who had nothing. That, of course, helps a 
good deal, because it limits the field considerably. 

Now, I was very much impressed with Doctor 
Culver’s discussion of this whole problem. | 
thought I would approach it from a slightly differ- 
ent point of view; that is, what lesions may be 
present that can lead to death, and yet at the time 
of an exploratory laparotomy, remain undiscov- 
ered ? 

In the first place, I think it is probably correct 
to say that this patient’s underlying lesion arose 
from the abdomen. We can think, for example, 
that it might have been a peculiar spinal cord tumor, 
which produced the severe epigastric pain. And yet, 
over a two-year period, it would be quite unlikely. 

We can also think of rather bizarre chest lesions 
producing this pain. But, again, they would be 
rather unusual. 

I think that we should restrict ourselves to the 
consideration of the abdominal lesions. 

Now, the outstanding features in this clinical 
history are very few. As I wrote them down, they 
are: epigastric pain; loss of weight, a rather high 
sedimentation rate; there were these rather mini- 
mal changes in the small bowel, and then the sud- 
den death. 

What lesions could produce these signs and 
symptoms and yet not be discoverable on lapa- 
rotomy : 

There are three groups of cases, I think, that we 
ought to consider. The first would be the inflamma- 











RHODE ISLAND MEDICAL JOURNAL 


tory lesions, next would be the malignant lesions, 
and third, the vascular. 

Now, if there is an inflammatory lesion that 
could cause the death of the patient, it again seems 
to me there are only two that would be worth 
considering : 

1. Pancreatitis. 

This story is in some respects not a typical one 
for pancreatitis; yet we must remember that the 
exploratory laparotomy was done and it was done 
very carefully; it was done on a thin woman, so 
the chances of picking up any occult lesions should 
have been good. 

I know that the surgeon must have palpated the 
pancreas carefully. He noted the distended gall 
bladder, which probably made him suspicious of 
carcinoma of the duct or the head of the pancreas, 
and yet he could feel nothing. 

With death such a short time after, and the lady 
having had the pain for over a year before the 
operation, it seems to me something should have 
been felt in the pancreas. 

The second possible lesion that she could have, 
of an inflammatory nature, would be a gastric ulcer. 
It is quite usual to find some gastric ulcers that are 
very difficult to discern, even at the time of the 
operation ; unless the stomach is opened, they may 
not be detected at all. 

Some of these patients may have a great deal of 
pain from gastric ulcer that has remained un- 
detected. That is a possibility; yet, again, it is a 
queer one, because this lady had had the symptoms 
for such a long period of time that the chances of 
discovering a gastric ulcer, particularly when the 
surgeon is looking for something of that nature, 
should have been very high. Therefore, I am not 
very well pleased with either one of those possible 
diagnoses. 

The next question should be: Did this patient 
have a cancer of some type? If so, it would have 
to involve one of three organs; the stomach, pan- 
creas or liver. 

But there are arguments against these. I well 
remember one case of cancer of the stomach that 
we explored. 

At biopsy of the stomach, there was found abso- 
lutely nothing, after gastrotomy. We sent the pa- 
tient home, where she died a year later of cancer 
of the stomach. That patient took quite a while to 
die, whereas this patient died soon after the lapa- 
rotomy. 

I think the terminal lesion must have been well 
established at the time of operation. I doubt very 
much that the surgeon would have overlooked can- 
cer of the stomach. The same is true of cancer of 
the pancreas. The pain should have been quite ex- 
tensive, and the cancer should have been easy to 
palpate. There could have been carcinoma hidden in 
continued on page 32 
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ie THE PREFACE to his handbook, Rokitansky ex- 
pressed his conviction that pathologic anatomy 
is not only the foundation of medical science, but 
also must be the basis of medical practice. Some 
eighty years later, however, William H. Welch 
maintained “that from the school of pathologic 
anatomy most admirable physicians have come, but 
that the study of function is essential to make the 
good doctor.” I cannot refute the validity of this 
statement in its entirety; yet I want to take issue 
with the disjunction, that little word “but,” which 
indicates not only an antagonism between the two 
compounded assertions, but also implies a superior- 
ity of the latter over the former. I cannot agree 
upon an antithesis between the study of form and 
function, and certainly cannot accept the thesis that 
investigations of function have been more useful 
for the advancement of medicine than those con- 
cerned with structure. I do not negate that patho- 
logic anatomy was primarily devoted to the study 
of the final morphologic changes in human disease, 
but I believe that just this orientation has greatly 
contributed to the progress of medicine in the past. 
What is at issue today is the contention, most force- 
fully expressed in a recent editorial of the J.A.M.A. 
that the morphologic approach to the comprehen- 
sion of human disease has outlived its usefulness, 
that the ascertainable facts have been gathered and 
that no new information can be expected to come 
from the antiquated discipline of classical observa- 
tional pathologic anatomy. 

In order to comprehend the role pathologic anat- 
omy plays in medicine today and will, as I hope, 
play for some time to come, it might be appropriate 
to review as briefly as possible the period in which 
pathologic anatomy developed until it assumed the 
dominant position which contributed so much to the 
progress of scientific medicine in the past century. 

Medicine in the great empires of the East, Baby- 


*The tenth Dr. Isaac Gerber Oration delivered at Miriam 
Hospital, Providence, Rhode Island, October 16, 1957. 





lonia and Egypt, lacked anatomic foundation. This 
is the more remarkable because the Egyptians had 
embalmed corpses for thousands of years and in 
this practice they should have been able to acquire 
considerable information of the internal structure 
of the human body. In fact, authors of later Roman 
antiquity, such as Plinius, credit the kings of old 
Egypt with having stimulated anatomic investiga- 
tions for the purpose of inquiry into the causes of 
disease. However, the facts known of the formation 
and functions of the human body which can be 
gathered from the original sources, the papyri of 
Ebers and Edwin Smith, are very meager and do 
not include much more than a distinction by name 
of the individual organs. This lack of information 
is not surprising if one considers the technique by 
which insight was gained into the body cavities. 
Herodotus and Diodorus report that in embalming, 
the organs were torn out through a small incision 
in the flank which made impossible the recognition 
of their mutual interconnections. Egyptian ana- 
tomic and physiologic doctrine remained, therefore, 
entirely speculative. The basic idea (Grapow) 
which can be abstracted from the original sources. 
of a channel system, originating in the heart and 
carrying air and liquids, such as blood, urine, tears, 
sperm and solid matters, such as feces, bears no 
resemblance even to the primitive theories of the 
Greeks and Romans. 

The dependence of the practice and science of 
medicine upon anatomy and physiology is axiomatic 
in today’s medical thinking. It is, therefore, appro- 
priate to inquire whether the relatively highly ad- 
vanced nosology of Hippocrates and of the subse- 
quent centuries was already founded upon adequate 
knowledge of the form and function of the human 
body. It has been generally accepted in modern 
times that medicine in ancient Greece could not 
develop upon this foundation because of religious 
interdiction and was, therefore, dominated by the 
metaphysical belief in a perfect or imperfect mix- 
ture of the speculative four humores of the human 
body. But Sigerist goes further and maintains that 
the. ancient Greek physicians were indifferent to 
anatomic explanations of human disease. “This 


ananatomic tendency was characteristic throughout 
continued on next page 
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the entire evolution of Greek medicine.””! But 
medicine, which had rigidly followed the doctrines 
of antiquity for more than a thousand years, be- 
came vitalized in the thirteenth century by anatomic 
inquiry. It would be difficult to understand this 
orientation if there had not existed a trend in that 
direction in times past. And indeed anatomy and 
physiology had already entered into the system of 
medicine since Herophilus and Erasistratus in the 
fourth century B.C., and even pathologic-anatomic 
observations can be traced to their investigations. 
Although the practice of human dissection was 
abandoned soon after the collapse of the Ptolemaic 
kingdom, anatomic considerations for the compre- 
hension of human disease survived. It is mainly 
Galen who pursued the idea that symptoms of 
diseases can and must be correlated with alterations 
of the form and function of the human body. He 
clearly expressed this belief in his most important 
diagnostic work, On the Affected Parts, with the 
words: “There are very few essential symptoms 
of disease which do not point to the affected part. 
Indeed, the alterations of function indicate only the 
affected part.” This fundamental cognitive prin- 
ciple of clinico-anatomical correlation was subse- 
quently forgotten in favor of Galen’s speculative 
humoral theories. But it was reawakened in the 
thirteenth century when religious objections against 
dissection of the human body began to relax and it 
stimulated the curiosity of enlightened physicians 
who performed post-mortem examinations on the 
hodies of their deceased patients for a better under- 
standing of the symptoms observed at the bedside. 
Thus systematic descriptive and pathologic anat- 
omy developed simultaneously. In fact, the great 
anatomists of the sixteenth and seventeenth cen- 
turies, Vesalius, Eustacchio and Bartholin, were 
deeply interested in the problems of morbid anat- 
omy, termed practical anatomy. 

The practice of autopsies for the disclosure of 
the cause of death became more frequent and was 
vigorously demanded by the progressive physicians 
of that period and by philosophers, such as Francis 
Bacon, who advocated the performance of autop- 
sies of deceased, comparative anatomy, as he called 
it. Yet it took nearly two hundred years until the 
fundamental value of pathologic anatomy for medi- 
cine was fully appreciated. Only after the false 
physiologic doctrines of Galen had been over- 
thrown by the discoveries of the great physiologists 
1An ihrem ananatomischen Charakter hat die griechische 
Medicin wahrend ihrer ganzen Entwicklungszeit fest 
gehalten. 


2Tl existe trés peu des signes propres des affections méme, 
qui n’indiquent pas la lieu affectée. En effet, les lésions de 
la fonction indiquent seulement la partie affectée. (Darem- 
berg’s translation.) 
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of the seventeenth century, foremost among them 
William Harvey, could a sounder correlation be 
established between clinical symptomatology and 
morbid anatomy. By correlating the fleeting mani- 
festations of disease as perceived in the living 
with tangible organ changes seen in the dead, a 
rational scientific system was erected. We revere 
Morgagni as the creator of this system, but he was 
only the one who gave articulate expression to a 
scientific principle which had been developed over 
three centuries and which had captured the minds 
of many predecessors, such as Johann Jacob Wep- 
fer, Bonetus and, last but not least, Leopold 
Auenbrugger whose /nventum Novum was pub- 
lished in the same year as the monumental work of 
Morgagni, on the Seats and Causes of Disease. 
The anatomical concept of disease has become 
so ingrained in our thinking that we are hardly 
aware of its application in our present day medical 
operations. But it is no exaggeration to assert that 
our deliberations and methods used in the diagnosis 
of disease are, even today, largely directed towards 
a sensory perception of the underlying anatomic 
alteration. Morgagni’s principles became a corner- 
stone of diagnostic medicine as it developed so 
rapidly in the nineteenth century. The great clini- 
cian pathologists of France and England, Laennec, 
Louis, Bretonneau, Bright and Addison, the fa- 
mous Vienna School of Medicine, led by the clini- 
cian Skoda and guided by Rokitansky, were 
amongst the first who helped to complete the work. 
Even Semmelweiss’ great discovery was inspired 
by pathologic anatomy. Yet in the light of subse- 
quent developments, it is evident that Morgagni’s 
anatomic concept could not accomplish what he had 
promised. The ultimate cause of disease could not 
be revealed by anatomic investigation only. By 
systematically connecting clinical symptoms with 
structural alterations, pathologic anatomy could 
better circumscribe morbid entities which were ill- 
defined by mere clinical manifestations. But the 
descriptive characterization could not account for 
the “why” and “how” of the alterations of form 
and function characteristic of disease, which is the 
ultimate goal of medicine. This inadequacy was 
keenly felt by physicians of the nineteenth century 
and sharply criticized by the profound Henle, who 
asserted that medicine under the domination of 
pathologic anatomy has only exchanged the old 
clinical terms for new ones which stand for the 
anatomical alteration, and demanded that static de- 
scription must yield to a dynamic, rational inter- 
pretation of the morbid process. The passive ob- 
servation of nature, the mere collecting of data, 
had been challenged in preceding years when, under 
the leadership of Hunter in England, Cuvier in 





PATHOLOGI€ ANATOMY IN MODERN 


France, and Johannes Mueller in Germany, a new 
dynamic biology was born by exact observations of 
comparative anatomy and embryology. Medicine 
had to make contact with these newly created sci- 
ences in order to escape from the impasse of mere 
description, 

It may be permitted at this juncture to interrupt 
the historic narrative and to give thought to the 
reasons for this newly developing trend. The evolu- 
tion of science in general and of medicine in par- 
ticular, can be understood only if one correlates it 
with the philosophical climate of the contemporary 
period. Morgagni’s thesis which aimed at the iden- 
tification of disease by associating the ill-defined 
clinical symptoms with the tangible organ changes 
as perceived by anatomic observations seems, to me, 
to rest upon the prevailing epistemology of the 
eighteenth century, upon Descartes’ mechanistic 
philosophy, upon Francis Bacon’s empiricism and 
David Hume’s theory of cognition by sense per- 
ception. In fact, Morgagni’s conclusions were an- 
ticipated by Bacon who, pleading for the perform- 
ance of necropsies, maintained that “in the differ- 
ences of the internal parts are also found the imme- 
diate causes of many diseases.” The influence of 
Bacon upon Morgagni is quite obvious in the two 
indexes appended to the last of his volumes. These 
are the catalogues of morbid manifestations, clini- 
cal as well as anatomical, according to Bacon’s pre- 
cept to “prepare as a foundation for the interpreta- 
tion of nature a complete and accurate natural 
history.” 

David Hume accepted only sense perceptions as 
evident reality. According to him, the constant asso- 
ciation of sense-perceived phenomena gives rise to 
the abstract conception of causality. Was not Mor- 
gagni’s contention that anatomic alterations were 
the cause of clinically perceived disease symptoms 
in full agreement with Hume's idea? Could he not 
hope to establish the cause of diseases by persistent 
correlations of sensory perceptions of the clinician 
with those of the anatomist ? But twenty years after 
the publication of Morgagni’s work, Hume’s con- 
cept was superseded by Kant’s postulate of aprior- 
istic suprasensory categories of cognition, through 
which the mind organizes the observational mate- 
rial. And one of these categories was the concept 
of causality. This philosophical insight gave a clear 
direction to natural scientific investigation ; viz., to 
search by observation and reason for the innate 
laws which connect and regulate the sense- 
perceived phenomena. How deeply Kant’s idea in- 
fluenced biology may be illustrated by the following 
quotations from Claude Bernard and Rudolf 
Virchow: “The mind of man cannot conceive an 
effect without a cause, so that the sight of a phe- 
nomenon always awakens an idea of causation” ; and 
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Virchow’s: “To understand the evolution of mor- 
bid states, that is the contribution of science and 
the objective of thinking man.” These two sen- 
tences epitomize the direction along which the bio- 
logical sciences, including medicine, have pro- 
gressed in the past century and until now. It has 
been responsible for the development of today’s 
scientific medicine with its great achievements. 

Let us, then, return to our basic problem—the 
role of pathologic anatomy in modern medicine. I 
have tried to show that historically, pathologic 
anatomy in its evolution passed through the phase 
of descriptive observation into that of dynamic in- 
terpretation. Obviously, the two phases can no 
longer be separated today ; they constitute what we 
may call the living organism of pathologic anatomy. 
The dynamic aspect of anatomic pathology aims at 
an explanation of the mechanisms by which the 
structural alterations, characteristic of disease, 
are produced. Thus, the problems for interpreting 
investigations arise from the static observations of 
pathologic anatomy at the autopsy table and at the 
microscope. 

Sut it might be asked whether the observational 
aspect can still offer new problems or whether it 
has been exhausted. This question has not only 
been asked but has been answered in the recent 
editorial of the J.A.M.A. from which I quote: “If 
any research of importance is coming from studies 
being made at routine autopsies at present, I am 
not aware of it.” I am afraid the distinguished 
editorialist is indeed not aware of certain recent 
discoveries of a hitherto unknown disease or of a 
morbid syndrome, made at the autopsy table, or 
other advances of morbid anatomy. I refer to fibro- 
cystic disease of the pancreas, discovered by Doctor 
Dorothy Andersen in 1938 and the intriguing asso- 
ciation of metastatic carcinoids with right ventric- 
ular endocardial fibrosis recognized only in 1953; 
of the growing insight, gained by autopsy, into the 
causes of mortality of the perinatal period, such as 
hyaline membrane pulmonary disease and acute 
interstitial pneumonitis. Doctor Starr is apparently 
not familiar with the increase of research potential 
of histopathology, due to the advances of histo- 
chemistry which has thrown new light on the nature 
of the structural alterations of a puzzling disease, 
such as systemic lupus erythematosus. The patho- 
genetic investigations of rheumatic fever by animal 
experiment are still founded upon the findings in 
the human heart and the results of such studies 
must forever be carefully checked with the obser- 
vations on human autopsy material. I am embar- 
rassed by the abundance, rather than by the scar- 
city, of arguments in support of my belief that ob- 
servational, the so-called “old-fashioned pathologic 


anatomy” can still make its contribution to the 
concluded on page 31 
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igs E ELEVENTH CLINICAL MEETING of the Amer- 
ican Medical Association held at Philadelphia, 
December 3d to 6th, and the proceedings of the 
House of Delegates, was marked by two actions of 
significance to the members of the Rhode Island 
Medical Society. First, the introduction of a reso- 
lution titled “FREE CHOICE OF PHYSI- 
CIAN,” ordered by the Council of this society to 
bring before the national body an outstanding ex- 
ample of inequity in administration of the De- 
pendents Medical Care program was referred to 
the Committee on Insurance and Medical Service. 
The resolution stated in part: 


Iihereas, The action taken by the House of 
Delegates of the Aiierican Medical Association 
at its meeting in New York City in June, 1957, has 
brought no change in the attitude of the Depart- 
ment of Defense in its interpretation of the law; 
therefore be it 

Resolved, That the American Medical Associa- 
tion now be requested to consider the advisability 
of seeking a court ruling on the legislation in the 
interest of the beneficiary of the program, that he 
may have free choice of physician and the highest 
standard of medical care in his own community. 

The action of the reference committee as pre- 
sented by Doctor William F. Costello of New Jer- 
sey, chairman, follows verbatim : 


Resolution No. 17 on Free Choice of Physician— 
Although the committee is in sympathy with the 
intent of this resolution, it does not believe it would 
be practical or wise for the American Medical As- 
sociation to initiate litigation as suggested in the 
second Resolved, Your committee does, however, 
wish to reiterate the position adopted by the House 
at its June, 1957, session which states, in part: 

“In preliminary discussions with the Department 

of Defense relative to administrative regulations 

representatives of the American Medical Asso- 
ciation had expressed the opinion that : 


(a) The Dependent Medical Care Act as en- 
acted by Congress does not necessitate the estab- 
lishment of fixed fee schedules in the implemen- 
tation of the program ; 


““(b) The establishment of fixed fee schedules 
would result in a more expensive program than 


if physicians were permitted to charge their reg- 
ular normal fees ; and 
“(c) The establishment of such fee schedules 
would ultimately disrupt the economics of medi- 
cal practice. 
“Administrative regulations as finally adopted 
did not incorporate the above suggestions of the 
American Medical Association and the contracts 
finally negotiated by all but two of the state 
medical societies include a negotiated fixed fee 
schedule. 
“ .. Weare... recommending that the decision 
as to the type of contract and whether or not a 
fee schedule is included in future contract nego- 
tiations should be left to individual state deter- 
mination, keeping in mind the above-cited sug- 
gestions originally stated by the American Med- 
ical Association. We urge the Board of Trustees 
of the American Medical Association to continue 
its effort toward accomplishing these principles. 
For example, the American Medical, Association 
should request the Secretary of Defense to mod- 
ify the Medicare program regulations and direc- 
tives so that the program can be operated as an 
indemnity type of program where desired by 
individual states.” 

Further, your committee suggests that constit- 
uent associations, in their contract renegotiations 
with the Department of Defense bear in mind this 
principle. 

Second, the action of the House of Delegates on 
the Forand Bill, condemned it as undesirable legis- 
lation and approved the position of the Board of 
Trustees in opposition to it and the Board's ap- 
pointment of a special task force for the defeat of 
the bill. Strongly approving Doctor Allman’s con- 
demnation of the Forand Bill, already printed in 
our Journal, the House adopted the following 
statement : 

“It is particularly timely that our President has 
so forcefully sounded the clarion call to the entire 
profession for emergency action. With complete 
unity, definition and singleness of purpose, closing 
of ranks with all age groups and elements of our 
organization we must at this time stand and be 
counted. Thus we can exert the physician’s influ- 
ence in every possible direction against invasion of 
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our basic American liberties in the form of pro- 
posed legislation alleged to compulsorily insure one 
segment of the population against health hazards 
at the expense of all.” 


Health Programs for Hospital Employees 

A set of “Guiding Principles for an Occupational 
Health Program in a Hospital Employee Group” 
was approved by the House. The guides were de- 
veloped by a joint committee of the American Med- 
ical Association and the American Hospital Asso- 
ciation and already had been formally approved by 
the A.H.A. They include these statements : 

‘employees in hospitals are entitled to the same 
benefits in health maintenance and protection as are 
industrial employees. Therefore, programs of 
health services in hospitals should use the tech- 
niques of preventive medicine which have been 
found by experience in industry to approach con- 
structively the health requirements of employees. 

“It is essential that employee health programs in 
hospitals, as in industry, be established as separate 
functions with independent facilities and personnel. 
The fact that hospitals are engaged in the care of 
the sick as their primary function does not alter the 
necessary organizational plan for an effective occu- 
pational health program.” 


Fluoridation of Water 

In settling the most controversial issue at the 
Philadelphia meeting, the House of Delegates ap- 
proved a joint report of the Council on Drugs and 
the Council on Foods and Nutrition which endorsed 
the fluoridation of public water supplies as a safe 
and practical method of reducing the incidence of 
dental caries during childhood. The 27-page report 
on the study which was directed by the House at 
the Seattle Clinical Meeting one year ago contained 
these conclusions : 

“1. Fluoridation of public water supplies so as 
to provide the approximate equivalent of 1 ppm of 
fluorine in drinking water has been established as 
a method for reducing dental caries in children up 
to 10 years of age. In localities with warm climates, 
or where for other reasons the ingestion of water 
or other sources of considerable fluorine content is 
high, a lower concentration of fluoride is advisable. 
On the basis of the available evidence, it appears 
that this method decreases the incidence of caries 
during childhood. The evidence from Colorado 
Springs indicates as well a reduction in the rate of 
dental caries up to at least 44 years of age. 

“2. No evidence has been found since the 1951 
statement by the Councils to prove that continuous 
ingestion of water containing the equivalent of 
approximately 1 ppm of fluorine for long periods 
by large segments of the population is harmful to 
the general health. Mottling of the tooth enamel 


(dental fluorosis) associated with this level of 
fluoridation is minimal. The importance of this 
mottling is outweighed by the caries-inhibiting 
effect of the fluoride. 

“3. Fluoridation of public water supplies should 
be regarded as a prophylactic measure for reducing 
tooth decay at the community level and is applicable 
where the water supply contains less than the equiv- 
alent of 1 ppm of fluorine.” 


Free Choice of Physician 


Acting on the issue of free choice in relation to 
contract practice, the House passed a resolution 
which reaffirmed approval of previous interpreta- 
tions of the Principles of Medical Ethics by the 
Association’s Judicial Council and directed that 
they be called to the attention of all constituent 
associations and component societies. One Council 
opinion, issued in 1927 and reaffirmed in Philadel- 
phia, stated that the contract practice of medicine 
would be determined to be unethical if ‘‘a reason- 
able degree of free choice of physician is denied 
those cared for in a community where other com- 
petent physicians are readily available.” The reso- 
lution also cited a Council opinion, published in the 
October 19, 1957, issue of The Journal of the 
A.M.A., which stated that the basic ethical concepts 
in both the 1955 and 1957 editions of the Principles 
of Medical Ethics are identical in spite of changes 
in format and wording. This opinion added that 
“no opinion or report of the Council interpreting 
these basic principles which were in effect at the 
time of the revision has been rescinded by the 
adoption of the 1957 principles.” 

The 1927 Council report also pointed out that 
“there are many conditions under which contract 
practice is not only legitimate and ethical, but in 
fact the only way in which competent medical serv- 
ice can be provided.” Judgment of whether or not 
a contract is ethical, the report said, must be based 
on the form and terms of the contract as well as 
the circumstances under which it is made. 

In another action related to the issue of free 
choice, the House adopted a resolution condemning 
the current attitude and method of operation of the 
United Mine Workers of America Welfare and 
Retirement Fund “as tending to lower the quality 
and availability of medical and hospital care to its 
beneficiaries.” The resolution also called for a 
broad educational program to inform the general 
public, including the beneficiaries of the Fund, con- 
cerning the benefits to be derived from preservation 
of the American right to freedom of choice of phy- 
sicians and hospitals as well as observance of the 
“Guides to Relationships Between State and 
County Medical Societies and the UMWA Welfare 
and Retirement Fund” which were adopted by the 


House last June. 
continued on next page 
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The Heller Report 

Acting on the report of the Committee to Study 
the Heller Report on Organization of the American 
Medical Association, the House reached the follow- 
ing decisions on ten specific recommendations : 

1. The office of Vice-President will be continued 
as an elective office. 

2. The offices of Secretary and Treasurer will 
be combined into one office to be known as Secre- 
tary-Treasurer, and that officer will be selected by 
the Board of Trustees from one of its number. 

3. The duties of the Secretary-Treasurer will 
be separated from those of the Executive Vice- 
President. 

4. The office of General Manager will be dis- 
continued, and the new office of Executive Vice- 
President will be established. The latter, appointed 
by the Board of Trustees, will be the chief staff 
executive of the Association. 

5. The Council on Medical Education and Hos- 
pitals and the Council on Medical Service will con- 
tinue as standing committees of the House of Dele- 
gates, but their administrative direction will be 
vested in the Executive Vice-President. 

6. The voting members of the Board of Trus- 
tees will be limited to eleven—the nine elected 
Trustees, the President and the President-Elect. 
The Vice-President and the Speaker and Vice- 
Speaker of the House of Delegates will attend all 
soard meetings, including executive sessions, with 
the right of discussion but without the right to 
vote. 

7. The House disapproved of the proposal to 
elect the Trustees from each of nine physician- 
population regions. 

8. The office of Assistant Secretary will be dis- 
continued, and a new office of Assistant Executive 
Vice-President will be established. 

9. The Committee on Federal Medical Services 
will be retained as a committee of the Council on 
Medical Service and will not become a part of the 
Council on National Defense. 

10. The Speaker of the House will appoint a 
joint and continuing committee of six members, 
three from the Board of Trustees and three from 
the House, to redefine the central concept of 
A.M.A. objectives and basic programs, consider 
the placing of greater emphasis on scientific activ- 
ities, take the lead in creating more cohesion among 
national medical societies and study socio-economic 
problems. 


The accepted recommendations were referred to 
the Council on Constitution and By-laws with a 
request to draft appropriate amendments for con- 
sideration by the House at the 1958 annual meeting 
in San Francisco. 
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Miscellaneous Actions 

Among a wide variety of other actions, the 
House also: 

Directed that a new committee be established in 
the Council on Industrial Health to study neuro- 
logical disorders in industry; 

Noted with approval the establishment of the 
American Medical Research Foundation, which 
will initiate and encourage necessary medical re- 
search and correlate and disseminate the results of 
studies already under way ; 

Decided that informational materials which are 
sent to A.M.A. delegates should also be sent to all 
alternate delegates ; 

Affirmed that it is within the limits of ethical 
propriety for physicians to join together as partner- 
ships, associations or other lawful groups provided 
that the ownership and management of the affairs 
thereof remain in the hands of licensed physicians ; 

Instructed that the appropriate committee or 
council should engage in conferences with third 
parties to develop general principles and _ policies 
which may be applied to the relationship between 
third parties and members of the medical pro- 
fession; 

Urged state medical society committees on aging 
and insurance to make continuing studies of pre- 
retirement financing of health insurance for retired 
persons ; 

Indorsed a suggestion that the Committee on 
Federal Medical Services sponsor a national con- 
ference on veterans’ medical care during 1958; 

Asked the Board of Trustees to study the feasi- 
bility of having the Association finance a thorough 
investigation of the Social Security system by a 
qualified private agency > 

Suggested that physicians and their friends make 
a vigorous effort to obtain Congressional enactment 
of the Jenkins-Keogh Bills ; 

Approved the “Suggested Guides to Relation- 
ships Between Medical Societies and Voluntary 
Health Agencies” ; 

Strongly recommended that a completely ade- 
quate and competent medical department be estab- 
lished in the Civil Aeronautics Administration di- 
rectly responsible to the CAA Administrator, and 


Congratulated the General Electric Company for 
its medical television presentations on the subject 
of quackery. 

Rear Admiral B. W. Hogan, Surgeon General 
of the U. S. Navy, presented the Navy Meritorious 
Public Service Citation to Dr. Dwight H. Murray 
of Napa, Calif., immediate past president of the 
Association. Contributions to the American Med- 
ical Education Foundation, for financial aid to the 
nation’s medical schools, were presented by four 
state medical societies: California, $143,043.25; 
Utah, $10,390 ; New Jersey, $10,000, and Arizona, 
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$8,040. The Interstate Postgraduate Medical Asso- 
ciation of North America gave $1,000, and the 
Illinois State Medical Society announced that it 
was adding $10,000 to the $170,450 presented at 
the New York meeting last June. 

Dr. Cecil W. Clark of Cameron, Louisiana, was 
named 1957 General Practitioner of the Year after 
his selection by a special committee of the Board of 
Trustees for outstanding community service. Dr. 
Clark, 33-year-old country doctor who was a med- 
ical hero during Hurricane Audrey last June, was 
present at the meeting to receive the gold medal 
which goes with the annual award. 


JANUARY, 





PATHOLOGIC ANATOMY IN MODERN MEDICINE 
concluded from page 27 
progress of medical science. 

ut our question as to the role of pathologic 
anatomy in modern medicine must not be limited to 
its value for the advancement of research. Medicine 
of today must be concerned with the problem of 
the education of tomorrow’s generations of physi- 
cians. Is it not evident that the future physician 
cannot acquire, within the short period of his 
schooling, all the factual knowledge which is re- 
quired for professional competence or for produc- 
tive scientific achievements? What he must re- 
ceive is training in unbiased observation and in the 
ways of scientific thinking. It is this equipment 
which the young physician must acquire in medical 
school and during his apprenticeship in the hos- 
pital. And it will serve him well in the interpreta- 
tion of the puzzling manifestations of disease with 
which he will be confronted in his future practice. 
This attitude of mind cannot be taught by verbal- 
ization of facts, but only by the demonstration of 
intrinsic relationships. 

’athologic anatomy for centuries has developed 
along these lines. Under the leadership of Mor- 
gagni it has brought order into the perplexity of 
clinical phenomena by fastening them to the 
anchor of tangible organic alterations. Under the 
inspiration of Virchow it has begun to interpret the 
structural changes as the result of physical or chem- 
ical processes regulated by the laws of fundamental 
science. But in the development of the past century 
many other disciplines have decisively influenced 
modern medicine. Let me, therefore, conclude with 
the words of Virchow which well apply to the 
future organization of our professional activity: 
“May the one by anatomic investigation of the 
morbid, the other by clinical observation of the 
process, the third by the pathologic, and the fourth 
by the therapeutic experiment, one by chemical and 
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physical studies and another by historical research 
try to advance ; science is big enough to accommo- 
date all these parties, if they do not want to be 
exclusive, if they do not aim to extend beyond their 
boundaries, if they do not pretend to achieve 
everything.” 

[ sincerely hope that in such a democracy of 
medical sciences, pathologic anatomy will always 
make its contribution to the ultimate aim of medi- 
cine, which is the understanding of the intrinsic 
reasons of disease. 


WORTHY OF REPETITION 


“For more than twenty years an assortment of mis- 
guided politicians have tried to buy votes by offering 
‘free’ medical care plans. They consistently fail to point 
out that medical care is like any other commodity; you 
get just what you pay for; no more. 

“I don’t care whether you call it socialized medicine or 
compulsory health insurance. There’s no difference be- 
tween the two. The most important consideration, as far 
as I’m concerned, is the health of my patients. They de- 
serve the best medical care available and I don’t want 
them misled by the wild promises of politicians who 
don’t know the first thing about modern medical care.” 

MALCOLM E. PHELPS, M.D., President, 
American Academy of General Practice 


a * * 


“What does this next year hold for us Doctors of 
Michigan? To specifically prognosticate is impossible, but 
certain funds, statements and happenings in the past few 
months allow us to make reasonable assumptions. Recent 
piecemeal infringement of our basic philosophy of the 
practice of medicine by third parties alarms me and I feel 
that as a united profession we must make our stand and 
fight for what we think is right — right for the people 
we serve. 

“You will note that I said fight for and not fight against, 
as so often Doctors are berated. We know this criticism 
is mistaken but we must let all people know we are fight- 
ing for their free choice of a physician. This must be our 
basic belief, as it has been down through the centuries. 
This doctor-patient relationship, voluntarily established 
by the patient who chooses a physician and by the doctor 
who assumes responsibility for the patient’s care must be 
maintained. No third party must be allowed to arbitrarily 
set up restrictions that would alter the basic relationship. 
These freedoms of patients and doctors are closely allied; 
take away one and eventually all may be lost. 

“We must emphasize that we are fighting for this free 
choice of physician, a ‘status quo’ if you like, for the 
benefit of the people; of people in all walks of life, and 
not for the benefit of the Doctor. Actually, the physician’s 
lot might be easier under third party control, whether it 
be governmental, hospital, or pressure groups. Hours 
could be shorter, vacations more often, and retirement 
benefits more secure. However, we know, under previous 
existing plans of this type, that the caliber of medical care 
suffered: that the ‘art of medicine’ quickly died out, and 
that people who could, preferred paying for their private 
physician in addition to the ‘Plan’s’ cost. This free choice 
is not nebulous or irrelevant. It is something deep and 
sincere in people’s hearts and it is something that we all 
must fight for.” 


GEORGE W. SLAGLE, M.D., President, 
Michigan State Medical Society 
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WHAT IS YOUR DIAGNOSIS? 
A CLINICOPATHOLOGICAL CONFERENCE 


continued from page 24 
the depths of the liver. But, the clinical course is 
certainly not that of primary cancer of the liver ; 
it should be superimposed upon the cirrhosis. 

Again, I am tempted to eliminate malignancy. 

We come to the third one, the vascular lesions. 
I hate to say, Doctor Culver, that they seem to be 
attractive to me, and they certainly are, just because 
[ can’t explain the cause of death on any other basis. 

Suppose the patient had vascular lesions ; what 
type could she have ? 

I have had the unfortunate experience of operat- 
ing upon two patients who had stories somewhat 
like this; they died a féw days later of dissecting 
aneurysm. In one of those instances, I thought the 
lady had a dissecting aneurysm, and I explored the 
aorta very carefully; it felt normal all the way up 
and down. At autopsy, it was found that it had 
perforated through a tiny hole, but it dissected 
down a long distance, and it was a slow lesion. 

So that that is certainly a good bet upon this 
patient. 

There is a second vascular lesion that we ought 
to consider, which Doctor Culver mentioned ; it is 
a syndrome which occurs when there is partial 
obliteration of the arteries that go into the small 
bowel, particularly the superior mesenteric artery, 
the intermittent claudication of the superior mesen- 
teric vessel. 

[ once operated on one of these patients but 
found nothing, and the patient died. This was an 
interesting case, because I had not encountered it 
before; but this particular patient, if I may recall 
one or two items of the clinical course, had had a 
good deal of epigastric pain, made worse by eating. 
Eating threw a strain upon the vascular supply of 
the small bowel, which was not sufficient to carry it. 

Finally, after food was digested, the pain left. 
That pain was quite typical of what was appearing 
in this woman. The patient had a long course of 
three years. As a matter of fact, most dissecting 
aneurysms tend to be rapid. A few of them may 
last two years. It is quite unusual, however, and 
if this lady did have a thrombosis of the superior 
mesenteric system, it would be compatible with the 
long course she showed. 

I am inclined to believe that this is a vascular 
lesion, because of the two instances, suggesting 
coronary disease in the past. 

When it comes to a diagnosis, | would say that 
I, too, believe that she had a vascular lesion, and I 
think the most likely one is that she had a throm- 
bosis of the superior mesenteric artery, and that 
she was having intermittent attacks of pain, and 
finally died from another vascular accident, which 
I suspect was a coronary. 

Chairman Lawson: I guess we are in agreement 
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that this was a vascular lesion. Doctor Culver sug- 
gested that she had an aneurysm of the aorta, 
which dissected slowly, impaired the circulation, 
and ultimately ruptured and caused hemorrhage, 
and Doctor Welch believes that she probably had 
a vascular lesion which caused intermittent mesen- 
teric ischemia, so to speak, and since she had that, 
she had also myocardial infarction. 

Doctor Welch: Yes, that is right. 

Chairman Lawson: Are there any questions that 
any one in this audience would like to ask ¢ 

Are there any differences of opinion, or other 
comments, which any one would like to make ? 

Is there any one who wishes to venture a diag- 
nosis, either in agreement or disagreement with 
Doctor Culver or Doctor Welch? 

If not, I assume that you are all in agreement. 

Doctor Welch: We don’t feel so bad now. 

Chairman Lawson: Is Doctor Hirsh here? He 
had to carry the burden of caring for this lady, 
trying to make a diagnosis, and do something to 
alleviate her pain. Do you want to make any further 
comment, doctor, without at this moment telling 
the diagnosis ? 

Doctor Hirsh: 1 made two diagnoses. There was 
the problem of psychoneurosis. When first pre- 
sented, she did not look as though she had lost all 
the weight she said she had. 

What finally made us decide that she ought to 
be explored was the fact that I believed I could 
feel a mass in the right upper quadrant. I thought 
the mass was soft and could be squeezed rather 
easily, and I thought, at that time, of a pancreatic 
cyst, although I could not explain the pain on that 
basis at all. I asked Doctor Porter to see her. Then, 
after a few months, we operated upon her, only to 
find nothing. Following that, we agreed that she 
probably was more psychoneurotic than before. 

When she complained of the pain in the chest, 
we did think of organic disease, as still a possibil- 
ity; Doctor Senseman saw her in consultation, as 
the psychiatrist, and we both felt that organic 
disease was a good possibility. 

We felt that psychotherapy might make the pain 
more bearable. Then, it was decided that she should 
go to the hospital. She did not actually go ; she died 
the morning she was to go. 

Chairman Lawson: Were there any important 
changes in the urine? Did you see her in October, 
1954, when she had the two episodes of chest pain ¢ 

Doctor Hirsh: 1 did not. She did not call a 
doctor at the time. 

Doctor Frank Cutts: | cannot think of any bet- 
ter diagnoses than those of Doctor Welch and 
Doctor Culver, except that one may wonder a little 
about this fifty-year-old woman, who is not a dia- 
betic, and who has no history of it. If she had vas- 
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cular disease, for which I think these gentlemen 
have presented a convincing case, was it the usual 
type of vascular disease, with ordinary thrombosis, 
or a rather occult situation anyway ; and we might 
invoke a little more unusual type of vascular dis- 
ease, such as periarteritis nodosa, or some other 
factor, that might make her susceptible to that type 
of difficulty, where otherwise you might not ex- 
pect it. 

Doctor Morgan Cutts: I should like to ask 
whether any of the vascular hypotheses explains 
the dilated gall bladder, or whether that is of suf- 
ficient magnitude to be pathological ? 


It suggests to me the possibility that she might 
possibly have some carcinoma of the bile duct, and 
whether that entered into it. 


Doctor Welch: Well, I think that in a lot of 
these older people, the gall bladder may be dilated ; 
there isn’t enough motor power to empty it. I don’t 
think that that, in itself, is of great importance. 
The only reason I eliminated periarteritis nodosa 
was because of the lack of eosinophilia, and the 
rather long course, with all of her disease referable 
to the abdomen, rather than to any peripheral mani- 
festations. And there are probably many other 
reasons. 

Doctor Culver: I was bothered by the need for 
postulating vascular disease in a woman of this age, 
without other disease or hypertension. All of the 
urines were negative, she never did develop hyper- 
tension, and I think that, in spite of all the prob- 
abilities, we have to try to explain her sudden death 
by vascular disease; and yet, I will admit that it 
may not be tenable, but it is the most tenable of all 
the things I could think of. 


A doctor: 1 know that Doctor Welch and Doctor 
Culver have made a good case here, and probably 
they are correct. On the other hand, there are two 
prominent symptoms here, the loss of weight, and 
the pain, which are mostly due to malignancy ; and 
I would like to say that the immediate cause of 
death probably was vascular, but there was some- 
thing somewhere in the biliary tract. 

Chairman Lawson: Is Doctor Arnold Porter 
here? Do you want to say something, Doctor? 

Doctor Porter: 1 have nothing further to add. 
I didn’t have anything further to add, after I ex- 
plored her. I did enjoy the discussion very much. 


Doctor Culver: I should like to comment about 
the exploration. I think we are getting to be a little 
more sensible about exploration. The particular 
group of internists that I work with are notorious, 
or rather the hospital is, for cutting medical men. 
With that background, I should like to make a plea 
for surgical exploration in the diagnosis of cases. 


As you well know, in the history of the develop- 
ment of thinking in medicine, explorations were 
much abused twenty or thirty years ago, when the 
mortality of explorations was considerably greater 
than it is today, since we have the antibiotics for 
the preoperative and postoperative care. Now- 
adays, the risk of surgical exploration is greatly 
reduced, and it frequently has a very helpful result, 
not only from the standpoint of discovering un- 
suspected disease, but sometimes, from a psycho- 
logical standpoint. 

There is a gentleman upon whom Doctor Welch 
operated for me seven or eight years ago. This man 
was in the hospital for a month, with rather bizarre 
symptoms. We tried to classify him as a sprue, but 
he wasn’t typical. We finally went to him one day 
and said, even though he was a hard-bitten Yankee, 
that we were ready to operate, and he replied, “I 
have been lying here for a month, waiting for you 
to make up your minds.” 

That satisfied the man; he started eating again 
and decided to live. It was as successful a procedure 
as if we had removed serious disease. 

Surgical exploration has a place. 


Chairman Lawson: Are there any other com- 
ments, or is there any further discussion or diag- 
nosis ? 

In addition to the diagnosis that Doctor Culver 
and Doctor Welch have made, it has been suggested 
that this lady might have had a diffuse vascular 
(lisease, such as periarteritis nodosa, or she may 
have had a malignancy, because of the persistent 
and severe pain and weight loss and, finally, that 
she may have had a lesion in the esophagus, either 
malignant or ulcerated, which perforated and 
caused her death. 

Doctor Windsberg: Do you think she would 
have died as quickly as that? 

Doctor Windsberg: In a debilitated state, she 
might have. I just threw that out as a follow-up on 
the X rays. In view of the follow-up, I don’t think 
you could entertain the diagnosis very seriously. 
But, in a debilitated woman, going downhill and 
losing so much weight, I think it is a possibility. 


Chairman Lawson: I think that we are all ready 
to hear the diagnosis from Doctor Meissner. 


GEORGE F. MEISSNER, M.D. 
Associate Pathologist, Institute of Pathology, 
Rhode Island Hospital, Providence; Assistant 
Professor of Pathology, Tufts University 

Medical School, Boston, Massachusetts. 
Clinical Diagnosis 


Pancreatitis. , 
continued on next page 
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Doctor Culver’s Diagnosis 
Dissecting aneurysm of aorta with rupture and 
involvement of superior mesenteric artery. 


















































Doctor Welch's Diagnosis 

Occlusion of superior mesenteric artery with ab- 
dominal angina. Thrombosis of coronary artery, 
terminal. 

Anatomical Diagnosis 
Arteriosclerosis of aorta and branches. 
Thrombosis of superior mesenteric artery and 

celiac artery, recent. 

Infarction of jejunum, ileum, cecum and ascend- 
ing colon. 

Generalized peritonitis. 

Pathological Discussion 

Doctor George I*. Meissner: As you can see, the 
important findings were in the abdominal cavity. 
The abdomen contained about 500 ¢.c. of turbid 
fluid and fibrinous adhesions. There was acute gen- 
eralized peritonitis. A large portion of the bowel, 
including jejunum, ileum, and ascending colon, 
was distended and purple, manifesting a typical 
picture of hemorrhagic infarction. Investigation 
of the arteries revealed that the abdominal aorta 
had a good deal of arteriosclerosis, particularly 
involving the orifices of the larger vessels. It was 
found that the superior mesenteric artery was com- 
pletely occluded by a recent thrombus and that the 
celiac artery was similarly occluded, though only 
partially. 

Microscopically, there was arteriosclerosis of the 
aorta and the abdominal branches with eccentric 
narrowing of the lumen. The intima contained foam 
cells and inflammatory cells as well as fibrin de- 
posits. The elastica appeared disrupted. The lumen 
of the superior mesenteric artery was entirely oc- 
cluded by a recent thrombus which showed laked 
red blood cells separated by lines of fibrin. (See 
Figure 1.) Sections of the infarcted portions of 
bowel showed areas of hemorrhage throughout, 
marked distention of blood vessels, and an acute 
inflammatory reaction extending to the serosal sur- 
face which showed abundant fibrin deposition. 

In summary, this case is one of so-called “ab- 
dominal angina” with recent thrombosis of the 
superior mesenteric artery and celiac artery, in- 
farction of a large portion of the bowel, and peri- 
tonitis, leading to death. A review of the literature 
reveals that cases very similar to this have been 
described several times. One which is particularly 
noteworthy was published by Dunphy* in 1936. 
He and subsequent authors pointed out, as did 
Doctor Welch today, that many of these patients 
have pain which is not localizable and which occurs 
after eating a heavy meal. This pain might be re- 
*Dunphy, J. E., Abdominal pain of vascular origin, Am. ae 
Med. Sc., 1936, 192, 109: Report of one autopsied case. 
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FIGURE 1 


This picture shows aorta and superior mesentery artery. 
There is recent thrombosis of the superior mesenteric 
artery and arteriosclerosis. (Elastic tissue stain x 40) 


lieved by a change of position, by lying down or 
otherwise, and only when a catastrophe occurs, 
such as a complete occlusion of an artery, with 
bowel infarction and peritonitis, does the pain tend 
to localize and give more evidence of something 
seriously wrong. The initial “anginal” pain is con- 
sidered to be a truly visceral pain, transmitted 
through sympathetic nerve fibers. Cases have been 
described in which the bowel infarction involved 
only a small area and healed eventually, to be sub- 
sequently discovered at the laparotomy, as a portion 
of thickened and fibrosed bowel. However, the ma- 
jority of reported cases have not been diagnosed 
until autopsy. 

Chairman Lawson: Doctor Beck called my at- 
tention to Doctor Dunphy’s work which interested 
me, especially, because I think that Doctor Dunphy 
reported a number of patients he saw at the time 
they had the acute mesenteric thrombosis, and from 
whom he was later able to elicit a history of re- 
peated attacks, over a period of months or years of 
pain, obscure, as this one was. 

In the January, 1957, issue of the Annals of 
Internal Medicine, Doctor Bean and his associates 
have described their experience with a patient who 
was very similar, indeed, to this one, even to the 
exploratory laparotomy, and the diagnosis was 
finally made, much as it was in this case. 
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LUCKILY I HAVE ALWAYS ENJOYED GOOD HEALTH 


ie THE OFFICE, the clinic or the hospital you are 
conversing, for the first time, with a patient who 
is well beyond middle life. He remarks casually, 
“Luckily doctor, I have always enjoyed good 
health, and until now I have never required the 


_ services of your profession.” How frequently we 


have heard this or a like remark, and how casually 
we have let it pass without comment; and thus, 
unwittingly, allowed our patient who is proud of 
his longevity and boasts of his health, to believe 
that these are due to his good luck or good fortune, 
rather than to the extraordinary progress during 
the last hundred years, and especially during the 
last half century, of what the late Alan Gregg so 
appropriately named Great Medicine. Most of us 
will readily agree that the public is interested in 
things medical, as witness the numerous articles on 
health in the daily press, and in the popular maga- 
zines and journals, It is not proposed that we de- 
liver lectures on medicine to our patients, but it is 
suggested that, when the occasion is opportune, we 
should attempt to enlighten them and to remove 
some of their ignorances and misconceptions. We 
can, at least, explain to them that their longevity 
and good health are due not to luck, but to what 
Great Medicine has done, and will continue to do 
for them, and that ill-health is owing not to their 
ill-luck, but many times, to their own indiscretions. 
Is there any better way of furthering good public 
relations for medicine than by the tactful use by 
physicians, of this blend of science and humanism ? 

When the average man reads that the estimated 


length of life in the United States has increased 
dramatically during the first half of the present 
century, and that the life expectancy of infants at 
birth, has increased more than twenty-two years, 
he seems not to be surprised or a little over- 
whelmed ; he takes these things for granted, much 
as he takes for granted the telephone, the radio, 
the automobile and the airplane. He has become 
used to miracles and has no memory of the time 
when these remarkable things did not exist. If he is 
a layman he expects, as a matter of course, to drink 
pure water, pure milk, and to consume pure food. 
If he is a young surgeon he expects, nay demands, 
skillful anesthesia and asepsis; if a young physi- 
cian, he has at hand all the instruments, medica- 
ments and techniques which fifty years of invention 
and research have bestowed upon him. He does not 
realize that before Minot and Murphy, the life 
expectancy of the patient with pernicious anaemia 
was, at most, three years; he does not remember 
that insulin permitted Minot to accomplish his not- 
able work; nor does he know of the hundreds of 
victims of typhoid fever who filled the wards of 
hospitals when the writer was an intern. Ali of 
these, and many more, are the gifts of Great Medi- 
cine—gifts which, since we did not earn them, we 
are inclined to take too much for granted. 
Consider what has happened in our own com- 
munity. On March 1, 1910, the Providence City 
Hospital (in 1931 changed to the Charles V. Cha- 
pin Hospital) was opened as a “hospital for the 


treatment of contagious diseases.” In the year end- 
continued on next page 
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ing December 31, 1911 there were admitted, pa- 
tients with diphtheria 251, deaths 30; measles 25, 
deaths 2; scarlet fever 209, deaths 17; tuberculo- 
sis 102, deaths 62; whooping cough 30, deaths 3. 
Surely, it is unnecessary to comment on the changes 
that have taken place in the Chapin Hospital since 
1910. 

To say that an interesting chapter of the history 
of medicine can be read in many an old cemetery, 
may seem a bit strange; nevertheless, it is true. 
If we remind ourselves that our word cemetery is 
derived from the Greek word which meant “‘a place 
of going to sleep,” and then, with this in mind, 
enter one of the older cemeteries to reflect upon 
the stories of those who have gone to sleep there, 
we shall harbor some significant thoughts. What 
attracts one’s attention first are the numerous, the 
too numerous rows of small stones, which mark 
the graves of infants and children—mute, hardly 
legible, symbols of the tragedies that awaited these 
little ones on the very day they were born. Ar- 
rayed beside the grave of their young mother, it is 
not unusual to find the graves of her infants and 
young children, two, three, sometimes four. In one 
of these nearby old cemeteries, there is the grave 
of a young woman who died at the age of 23 years, 
and who, as her stone informs us, was carried off 
by smallpox. Another thing worthy of notice is 
the ages of the adults, many of them under fifty, 
and then a minority over seventy years of age. 
One notices, too, that alongside the more recent 
stones of adults, the little stones are mostly absent. 

Nowadays we are sometimes counseled to “count 
our blessings” ; a saying which is perhaps becoming 
a little cliché; but cliché or not, there are many 
blessings conferred upon us by Great Medicine, 
which we should continuously count; and one of 
these blessings is the knowledge that good health 
and longevity are due, not to good luck, but to the 
largess of Great Medicine. 


ABDOMINAL PAIN OF VASCULAR ORIGIN 

The report of the Symposium published in this 
issue of the Journal proves dramatically that ab- 
dominal pain of varying degree may be sympto- 
matic of arterial disease within the abdomen. Many 
years ago William Osler and Clifford Allbutt sug- 
gested that fleeting attacks of abdominal pain in 
arteriosclerotic patients who have manifestations 
of angina pectoris rather than of visceral arterial 
disease ; and since their day others, especially Con- 
nor, have concluded that visceral arterial disease 
is analogous to coronary disease and may play an 
important role in many diagnostic cases of ab- 
dominal pain. 

When Doctor J. E. Dunphy was assistant resi- 
dent surgeon at the Peter Bent Brigham Hospital, 
he published a valuable contribution on abdominal 
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pain of vascular origin,! in which he reviewed the 
histories of all patients dying in the hospital of mes- 
enteric vascular occlusion, confirmed by autopsy. 
He reported that in 7 of 12 patients in whom the oc- 
clusion was associated with arteriosclerosis there 
was a story of recurrent abdominal pain preceding 
the fatal attack by weeks, months, or years but, as 
Doctor Dunphy says, in nearly all of these patients, 
varying degrees of coronary sclerosis made im- 
possible a convincing interpretation of the cause 
of the pain. One patient, however, presented indis- 
putable evidence of the occurrence of abdominal 
pain of vascular origin. 

The patient was a man, age forty-seven, who 
complained of recurrent abdominal pain of two 
months duration. The pain was located about the 
umbilicus, did not radiate and was definitely re- 
lated to meals, occurring about one and one-half 
hours after eating. Studies at another clinic, in- 
cluding complete X-ray examination of the gastro- 
intestinal tract, were negative. The patient was dis- 
charged as a psychoneurotic; four days later he 
was admitted to the Peter Bent Brigham Hospital, 
at which time the pain was excruciating and con- 
stant. The patient had obviously lost weight recent- 
ly, but it was thought that he was exaggerating his 
symptoms. He died suddenly on the ward three 
days after his admission to the hospital. 

Postmortem examination showed vascular oc- 
clusion involving the celiac axis, superior and in- 
ferior mesenteric arteries. Almost the entire small 
bowel and part of the large bowel were gangrenous. 
The thrombotic process was an old and progressive 
one. Microscopic examination confirmed the im- 
pression that the process had been going on for a 
considerable period of time. 

Recently, Doctors Robert A. Sedlacek and Wil- 
liam B. Bean have discussed abdominal “angina”, 
The Syndrome of Intermittent Ischemia of Mesen- 
teric Arteries.* They report the case of a man, age 
forty-one, who complained that he began to have 
attacks of severe epigastric pain seven months 
before his admission to hospital. The pain was not 
associated with chills, fever, jaundice, nausea, 
vomiting, or diarrhea. It followed no trauma. [at- 
ing any kind of food made it worse. X rays of 
the alimentary canal were normal. He was told he 
had a nervous stomach. The postmortem examina- 
tion disclosed thrombosis of the superior mesen- 
teric artery, with infarction of the entire small 
bowel and two-thirds of the colon. 

A review of reported cases shows clearly that 
abdominal pain, constant or intermittent, which is 
aggravated by eating may be due to arteriosclerotic 
disease in the vessels of the abdomen. 


1Am. J. M. Sc. N.S., July, 1936 
2Archives of Internal Medicine, January, 1957 
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a superior psychochemical 
for the management of both 
minor and major 


emotional disturbances 





e@ more effective than most potent tranquilizers 
e as well tolerated as the milder agents 


e consistent in effects as few tranquilizers are 


Dartal is a unique development of Searle Research, 
proved under everyday conditions of office practice 


It is a single chemical substance, thoroughly tested and found particularly suited 
in the management of a wide range of conditions including psychotic, psycho- 
neurotic and psychosomatic disturbances. 


Dartal is useful whenever the physician wants to ameliorate psychic agitation, 
whether it is basic or secondary to a systemic condition. 


In extensive clinical trial Dartal caused no dangerous toxic reactions. Drowsiness 
and dizziness were the principal side effects reported by non-psychotic patients, 
but in almost all instances these were mild and caused no problem. 


Specifically, the usefulness of Dartal has been established in psychoneuroses with 
emotional hyperactivity, in diseases with strong psychic overtones such as ulcera- 
tive colitis, peptic ulcer and in certain frank and senile psychoses. 


Usual Dosage e In psychoneuroses with anxiety and 
tension states one 5 mg. tablet t.1.d. 


e In psychotic conditions one 10 mg. tablet t.2.d. 
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DISTRICT MEDICAL SOCIETY MEETINGS 





WASHINGTON COUNTY MEDICAL 
SOCIETY 


A meeting of the Washington County Medical 
Society was called to order at 11:40 a.m. on Octo- 
ber 9, 1957, at the Nurses’ Home, Westerly, Rhode 
Island, by the president, Doctor Mildred I. Robin- 
son. 

Unfinished Business. Application of Doctor 
Bohdan Masyk was read. Upon motion of Doctor 
Tatum, Doctor Bohdan Masyk was approved as 
a member of the Washington County Medical So- 
ciety pending the signature of the third member of 
the board of censors. 

It was noted by the president that Doctor Sydney 
Fowler Johnson is a member, final action having 
been taken by the censors. 

It was moved and seconded that Doctor Floyd 
Latham be admitted as a member of the Washing- 
ton County Medical Society. 

Communications. Application of Doctor John 
Robert Phelan was read and was referred to the 
board of censors. 

A letter was read from the Public Education 
Committee in regard to the availability of a new 
educational film titled, Time and Two Women, 
which is being sponsored by the American Cancer 
Society. 

A communication was read from the Rhode 
Island Medical Society regarding: 1. The mass 
immunizations at armed forces installations by 
physicians of the armed forces. 2. A disclosure of 
sweeping socialization of physicians planned by 
Congressman Aime J. Forand through an amend- 
ment of the Social Security Act. 

a) Doctor McGrath, delegate to the Rhode Island 
Medical Council, was present at the discussion of 
these two items. He clarified their importance to 
the society. , 

b) Doctor McGrath further pointed out that the 
legislation, as now written, is unsatisfactory and 
interferes with the basic principle of private prac- 
tice as we now see it. The use of indemnity pay- 
ments instead of full service payments would seem 
necessary before it should be accepted. 

¢) Considerable discussion followed. 

Doctor Morrone made a motion which was sec- 
onded by Doctor McGrath that the society go on 
record as objecting to the legislation relative to 
social security amendment of 1958 HR 9467, intro- 


duced in Congress by Aime J. Forand. 

Motion by Doctor Eckels that a communication 
be sent to the Rhode Island Medical Society con- 
curring in their disapproval of the immunization 
programs for civilian employees at government in- 
stallations, by physicians of the armed services. 

A communication was read from the Rhode 
Island Medical Society relative to activities of the 
grievance committee. 

A communication was read from the Rhode 
Island Medical Society requesting contributions 
from members for the benevolence fund. 

Motion was made by Doctor McGrath that the 
treasurer include or add to the yearly dues one 
dollar from each member, which would be a contri- 
bution to the Benevolence Fund of the Rhode 
Island Medical Society. 

A portion of the A.M.A. letter of September 30, 
1957, was read in which the A.M.A. asked the va- 
rious industries to consult with the local and state 
medical societies as to the availability of vaccine 
and the advisability of any mass in-plant inocula- 
tion program. One member suggested that any 
questions which might arise be referred to the 
immunization committee of the Rhode Island 
Medical Society. 

A communication was read from the American 
Medical Association announcing the eighth annual 
County Medical Societies Civil Defense Confer- 
ence. 

Reports of Committee. Doctor Tatum gave a 
treasurer's report stating that we had just about 
“eaten up our dues.” She stated that we had a 
present balance of one hundred and eighty-six dol- 
lars and seventy-four cents ($186.74), including 
a dividend of nine ($9.00) dollars from Northern 
States Power. 

An announcement was made of the new medical 
legal film titled, The Case of the Doubting Doctor. 
It was moved that the arrangements for the show- 
ing of the film be referred to the Legal Committee 
of the Society. It was suggested by Doctor Me- 
Grath that a letter be written to the Medical-Legal 
Committee of the Society suggesting that the film 
be shown at the April meeting of the Washington 
County Society and that members of the Washing- 
ton County Legal Society be invited. 

Following the business meeting Doctor Edmund 
W. Campbell of the New England Medical Center. 
Boston, Massachusetts, discussed the Modern 


continued on page 40 
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for “Syndromatic” Control of 
the Common Cold and Allergic Rhinitis 


Neo-Synephrine now has three complementary compounds added to its own depend- 
able, decongestive action for more complete control of the common cold syndrome. 


The “syndromatic” action of Neo-Synephrine Compound Cold Tablets brings new and 
greater effectiveness to the treatment of the common cold syndrome. 


| ‘ protection. .- through the full range of common cold symptoms 


Each tablet contains: 


- @ for NASAL STUFFINESS, TIGHTNESS, RHINORRHEA 4 


NEO-SYNEPHRINE HCI 5 mg........... First choice in decongestants for its mild but durable 
action and excellent tolerance. 








ACHES, CHILLS, FEVER ; 
ACETAMINOPHEN 150 mg. ........... Dependable analgesic and antipyretic 


. 
: for RHINORRHEA, ALLERGIC MANIFESTATIONS % 


THENFADIL® HCI 7.5 mg. ............. Effective antihistaminic to relieve rhinorrhea and 
enhance mucosal resistance to allergic complications. 


LASSITUDE, MALAISE, MENTAL DEPRESSION 





CAFFEINE 15 mg. 


; DOSE: Adults: 2 tablets three times daily. 
: Children 6 to 12 years: 1 tablet three times daily. Bottles of 100 tablets. 


+ % 
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continued from page 38 
Treatment of Leukemia and Lymphoma. 
The meeting was adjourned at 1:30 p.m. Lunch- 
eon was served in the hospital dining room. 
Members Present. Doctors Celestino, Cerrito, 
Chimento, DeWees, Eckel, Gale, Grainger, Hatha- 
way, McGrath, Morrone, Ogden, Robinson, Ruisi. 
Tang, Walsh. 
Excused. Doctors Addario, Agnelli, Farago, 
Gongaware. 
Respectfully submitted, 
E. T. GALE, M.D., Secretary 


PROVIDENCE MEDICAL ASSOCIATION 

A meeting of the Providence Medical Associa- 
tion was held at the Rhode Island Medical Society 
Library on Monday, December 2, 1957. The meet- 
ing was called to order by the president, Doctor 
Thomas L. Greason, at 8:30 p.m. 


Minutes of the November Meeting 
The president asked if a reading of the Novem- 
her minutes was requested. There was no request, 
therefore he announced that the minutes would be 
published in the RHopE IsLaNpD MEpIcAL JOURNAL. 


Report of the Secretary 

Doctor DiMaio, secretary, reported as follows: 

At a recent meeting the Executive Committee 
noted that the House of Delegates of the Rhode 
Island Medical Society had urged the district med- 
ical societies to consider a contributory program on 
a voluntary basis to the State Society Benevolence 
Fund, and that such an appeal be sent out with the 
annual dues bills. 

The Executive Committee voted : 

That the Providence Medical Association urge 
its membership to support the Benevolence Fund 
of the Rhode Island Medical Society by con- 
tributing to it a minimum of $5 annually, and 
that a special contributory appeal be sent to each 
member with the Association dues bill for 1958. 


He moved the adoption of this recommendation 
by the Association. The motion was seconded and 
passed. 

“+ * 

He reported that the Executive Committee voted 
to recommend that the annual dues for 1958 for 
active members be $20, and for associate mem- 
bers, $5. 

He moved adoption of this recommendation by 
the Association, It was seconded and passed. 

+ * « 


He reported that in accordance with the By-Laws 
a slate of officers for 1958 has been prepared by the 
I-xecutive Committee and submitted to the mem- 
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bership with the notice of this meeting, as follows : 
President 5 ccc JoseeH G. MCWILLIAMS, M.D. 
ee |. ener Joun C. HAM, M.D. 
SCCHOLALY .eeesresee oesreiceineirenee MICHAEL DIMAIO, M.D. 
en Noe: FRANK I, MATTEO, M.D. 


Trustee of Medical Library (1 year ) 
FRANCESCO RONCHESE, M.D. 

Executive Committee (3-year terms ) 
Rospert V. LEwIs, M.p.; ARNOLD PORTER, M.D. 

Announcements by the President 
Doctor Greason announced that he was appoint- 
ing Doctors John F. Streker and James Hardiman 
as a committee to prepare the Association’s tribute 
to the late Doctor James P. Clune. 


Applicants for Membership 

Doctor DiMaio reported that the Executive 
Committee had approved the applications for active 
membership in the Association of the following 
physicians: Antonio Capone, M.D.; Francis P. 
Conklin, M.D.; William P. Corvese, M.D.; John 
T. Hogan, M.D.; Rudy K. Meiselman, M.D.; 
Sonia Sprung, M.D., and John O, Strom, M.D. 

It was moved that these applicants be elected to 
active membership. The motion was seconded and 
passed. 

Scientific Program 

Doctor Greason announced Mr. Oliver Field of 
Chicago, Illinois, Director of the Bureau of Inves- 
tigation of the American Medical Association, who 
spoke on Curbing the Quacks and Cultists, and 
Their Nostrums. 

Mr. Field presented many very interesting 
aspects of quackery in medicine. This ranged all 
the way from foods, which he claimed was the big- 
gest business in the “field of quackery,” to me- 
chanical and wireless gadgets to assist in attaining 
perfect health. He spoke at length about “cancer” 
cures. Of interest to most all was that certain re- 
ligious publications were sympathetic toward claims 
made by a number of “cancer” specialists. 

During the presentation of his paper, the speaker 
made one important remark that should be remem- 
bered by all of us. He said, “All quack remedies are 
either useless or dangerous.” 

The second speaker of the evening was Doctor 
Americo A. Savastano, Senior Orthopedic Sur- 
geon, Miriam Hospital; Consulting Orthopedic 
Surgeon, Westerly and South County hospitals, 
who presented a paper on Experiences with the Use 
of Hydrocortisone in Orthopedic Office Practice. 

‘Doctor Savastano used hydrocortisone on hun- 
dreds of patients with arthritis, arthrosis, acute 
and chronic bursitis, tendonitis, and miscellaneous 
orthopedic problems with marked benefit in at 
least 85% of the cases. Little or no benefit occurred 
in 15% of his cases. 

The use of hydrocortisone in these orthopedic 
continued on page 42 
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RESPIRATORY 
INFECTIONS 


In a series 
of respiratory infections 


consisting of cases of acute 
bacterial pharyngitis — includ- 
ing scarlet fever — acute 
sinusitis, laryngotracheobron- 
chitis, pneumonia 


“*.,. excellent results [were 
obtained | with tetracycline in 
the treatment of pneumococcic 
and hemolytic streptococcic 
infections. ... Adverse symptoms, 
mainly gastrointestinal, due to 
the administration of tetracy- 
cline, were minimal.”? 

1. Wood, W. S.; Kipnis, G. P.; Spies, 
H. W.; Dowling, H. F.; Lepper, M. H., 
and Jackson, G. F.: A.M.A. Arch. Int. 
Med. 94:351 (Sept.) 1954. 


Prizer LABoraTories, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


TETRABON V 


POTENTIATED TETRACYCLINE 


HOMOGENIZED 
: syRuP 
oral tetracycline 


now potentiated for higher, 
faster blood levels — 

in a delightful, orange-flavored, 
orange-colored liquid 
especially for pediatric 
patients and older patients who 
prefer liquid medication 

Bottles of 2 oz. and 1 pint, each 5 cc. 
teaspoonful containing potentiated 
tetracycline equivalent to 125 mg. 

of tetracycline hydrochloride 


TETRACYN' V 


POTENTIATED TETRACYCLINE CAPS 


oral tetracycline now 
potentiated for higher, faster 
blood levels — in 

convenient capsule form 
Bottles of 16 and 100, each capsule 
containing potentiated tetracycline 
equivalent to 250 mg. of tetracycline 
hydrochloride 


For patients with influenza and 
those with minor respiratory 
infections, TETRACYDIN® Tablets 
(tetracycline-analgesic-anti- 
histamine) provide support on 
two levels: 1) prompt sympto- 
matic relief; and 2) prophylaxis 
of secondary complications 

such as infections due to 
pneumococci, streptococci and 
staphylococci. 
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problems made operative intervention unnecessary 
in a high percentage of cases. 


Adjournment 
The meeting adjourned at 10:30 p.m. 
Attendance was 80. 
Collation was served. 
Respectfully’ submitted, 
MicHaket DiMatro, M.v., Secretary 


NEWPORT COUNTY MEDICAL SOCIETY 


A dinner meeting of the Newport County Med- 
ical Society was held December 4, 1957, at the Ho- 
tel Viking. The meeting was called to order at 7:15 
p.M., Doctor Malone, president, presiding. Minutes 
of the previous meeting were read and approved. 
The application of Dr. Henry L. Giard of Ports- 
mouth was received and referred to the censors. 
There was a discussion regarding practice by med- 
ical officers still in active Naval Service. 

Dr. Brownell reported for the House of Dele- 
gates regarding State Society dues and the Benev- 
olence Fund and regarding mass inoculation by the 
Navy for dependents. 

Dr. Ciarla discussed flu shots given to civilian 
employees by the Navy. 

A petition from the citizens of Little Compton 
and Adamsville regarding Dr. Arthur W. King and 
a sketch of Dr. King’s life were read. A resolution 
was made and passed that Dr. Arthur W. King of 
Adamsville and Little Compton, Rhode Island, be 
named Doctor of the Year by the Newport County 
Medical Society and that his nomination for Doctor 
of the Year for the State of Rhode Island be for- 
warded to the Rhode Island Medical Society. 





RADIOLOGICAL SOCIETY 
ORGANIZES 


On December 12, 1957, the Radiological Society 
of Rhode Island held its first formal meeting at 
the University Club in Providence. 

The following charter members attended the 
meeting: Doctors Philip Batchelder, Lawrence A. 
Martineau, William J. Butler, Russell R. Hunt, 
Joseph J. Lambiase, Harvey Lesselbaum, Paul 
Motta, Eugene Field, James F. Boyd, Jr., Manuel 
Horwitz, Emanuel Benjamin, Robert Rosin, John 
Vesey, Albert Rocco, Francis Conklin, Charles 
Brochu, Richard Noon and Thomas Forsythe. 

Elected officers are: 

President: Dr. Lawrence A. Martineau 
Vice President: Dr. William J. Butler 
Secretary-Treasurer: Dr. Joseph J. Lambiase 

At the first meeting, a constitution and by-laws 
were accepted, and arrangements were made for 
regular future meetings. 
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The speaker of the evening was Dr. George W. 
Waterman, president of the Rhode Island Medical 
Society. He discussed various problems of great 
interest to the Society and this was followed by an 
illuminating discussion of service dependents’ care 
and old age and survivors’ care. 

Meeting adjourned at 10:00 p.m. 

Respectfully submitted, 
DoNnaAvLp B. FLETCHER, M.D., Secretary 


WOONSOCKET DISTRICT MEDICAL 
SOCIETY MEETING 

The annual meeting of the \Woonsocket District 
Medical Society was held at the Woonsocket Hos- 
pital Auditorium on December 10, 1957. Richard 
H. Dowling, M.D., president, called the meeting to 
order at 8:30 p.m. The minutes of the last regular 
and all special meetings held during the past year 
were read by the secretary and accepted as read. 

The first order of business was the appointment 
by President Dowling of a Nominating Committee 
for officers for the coming year. This committee 
consisted of Doctors Henri Gauthier, Alfred King 
and Joseph Reilly. 

Councilor to the Rhode Island Medical Society, 
Dr. Saul Wittes presented his annual report. The 
most important item was the “Forand Bill,” which 
is to be presented in Congress this coming year. It 
provides medical care for all people who are eligible 
to receive Social Security. Dr. Wittes also urged 
adoption of the Rhode Island Medical Society Plan 
for fees on mass immunization programs such as 
the recent flu epidemic. The nominating committee 
next reported on its selection of officers for the 
coming year—which were as follows : 
President... ose (CHARLES E, BROCHU, M.D. 
Vice Prestdent oocc..00c0000.0... EDWARD B, MEDOFF, M.D. 
Councillor.......... ... RICHARD H. DOWLING, M.D. 
FOIE sis es Paut E. BoucHeEr, M.D. 
5, TC ALTON P. THOMAS, M.D. 


Delegates 
SauL A. WITTES, M.D., JOSEPH A. BLIss, M.D. 
(GOWNS ONS ace Bois ee FRANCIS J. KING, M.D., 


Victor H. Monti, M.p., AURAY FONTAINE, M.D. 


As there were no counter-nominations this slate 
was declared duly elected. 

The new president, Dr. Charles E. Brochu, took 
over his duties at 9:00 p.m. His first duty was to 
appoint a committee to study the “Forand Bill” 
and present its findings and recommendations to 
the Woonsocket District Medical Society at its 
earliest convenience. The Committee consisted of 
Dr. Saul A. Wittes, chairman, Doctors Alfred 
King and Charles E. Brochu. 

Dr. Richard Dowling reported that the memorial 
plaque donated by the Woonsocket District Med- 
ical Society was presented by him at the public 
continued on page 44 
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“MOTHER” 
by A. Lewin-Funke 


Courtesy of 
The Metropolitan Museum of Art 
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for preventing and healing 
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diaper rash 

: excoriation, chafing, irritation 

| DESITIN 

| OINTMENT 

; as 

7 its ... enduring in its efficacy 


... pleasing in its simplicity 
... exemplifying pharmaceutical elegance 


7*} SAMPLES on request DESITIN CHEMICAL COMPANY 
= 812 Branch Ave., Providence 4, R. I. 
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CHANGES AND CLASSIFICATIONS IN MEDICARE REGULATIONS 





Patient's Liability for Certain Hospital 
Readmissions 

1. A recent change to the Department of De- 
iense Joint Directive for the Implementation of the 
Dependents’ Medical Care Act (P.L. 569, 84th 
Congress ) precludes the necessity for a dependent 
to pay the first $25 of the hospital charges upon 
his readmission to a hospital. Prior to this change 
only patients readmitted to a hospital for obstetrical 
and maternity care were not required to pay the 
first $25 of the hospital charges upon a readmission. 
The new conditions under which such payment ts 
not required are set forth below: 

a. Patients who previously were admitted to a 
hospital for authorized care, who paid at least $25 
of the hospital charges for that admission, and who 
are readmitted to a civilian hospital for authorized 
treatment of the original condition for which ini- 
tially hospitalized, or direct complications thereof, 
within 14 days following discharge from the pre- 
vious admission, will not be required to pay the first 
twenty-five dollars ($25.00) of subsequent hos- 
pitalizations, but will be required to pay an amount 
determined by multiplying the number of days of 
the current hospitalization by the established per 
diem rate ($1.75), plus any additional charges that 
might be specified elsewhere in the contract. Hos- 
pitals will be responsible for obtaining from the 
patient, physician, sponsor, or other hospital (s ) 
satisfactory evidence that the patient is entitled to 
the lesser charge. 

2. The effective date of this change is 27 Novem- 
her 1957 and therefore is applicable to appropriate 
readmissions to a hospital on or after such date. 
Patients, who have paid the full minimum charge 
($25.00) for a readmission subsequent to such date 
and the readmission meets the above criteria, and 
who make inquiry regarding such payment and 
possible reimbursement, should be referred to the 
U.S. Army Commander within whose geographical 
area the readmission to the hospital occurred, who 
will furnish information regarding the submission 
of a claim. 

3. In those instances in which the hospital has 
previously submitted its billing and has not received 
payment from the patient, and the readmission 
qualifies as above, the hospital may submit a supple- 
mental billing to the contractor for payment and 
reduce the patient’s liability by the appropriate 
amount. 


4. All claims (DA Form 1863) for hospital 
charges incident to readmissions covered by this 
letter, which do not reflect a minimum $25.00 
charge to the patient for hospital services, must in- 
clude a statement identifying the documentation 
used to ascertain that the readmission meets the 
above criteria and that at least $25.00 was paid by 
the patient for the initial hospitalization to which 
the readmission relates, or a copy of such documen- 
tation must be attached thereto, before payment 
can be authorized. 


Diagnostic Admissions 

Diagnostic admissions, per se, are not author- 
ized under the Dependents’ Medical Care Program 
in civilian facilities. Once a patient is admitted to a 
hospital for an “acute medical or surgical condi- 
tion,” payment for diagnostic tests and procedures, 
including laboratory tests and pathology and x-ray 
examinations, when ordered by the attending physi- 
cian, are authorized. This is interpreted to include 
those cases evidencing manifestations of an acute 
illness requiring hospitalization for proper treat- 
ment even though a firm diagnosis had not at the 
time of admission been determined. When it is 
determined that the acute illness requiring hospital- 
ization is an acute exacerbation, or a complication 
of a chronic disease, or other condition not covered 
under Public Law 569, the liability of the Govern- 
ment is limited to treatment of the acute phase only. 





WOONSOCKET DISTRICT SOCIETY 
continued from page 42 
dedication ceremonies of the Dr. Harry L. Halli- 
well School in November, 1957. The plaque was 
very well received. 

Dr. Oscar Z. Dashef presented a résumé of the 
recommendations made by his committee to the 
\WWoonsocket School Committee which was imme- 
diately adopted in principle by them. The Society 
gave him a rising vote of thanks for his excellent 
work. 

Dr. Francis J. King gage a résumé of a talk 
recently given at Miriam Hospital, Providence. 
Rhode Island, on Pulmonary Embolism. This was 
followed by a general discussion of pulmonary em- 
holism at the Woonsocket Hospital. 

The meeting was adjourned at 10:15 p.m. Re- 
freshments were served in the hospital cafeteria. 

Atton P. Titomas, M.v., Secretary 
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ACHROMYCIN 


SUSPENSION 1% 


; a 
y ho sting ...Just drop on eye...spreads in a wink! Provides unsur- 
, passed antibiotic efficacy in a wide range of common eye 


infections...dependable prophylaxis following removal of 
K 
. no sméar foreign bodies and treatment of minor eye injuries. 





SUPPLIED: 4 cc. plastic squeeze, dropper bottle containing 
no cross ACHROMYCIN Tetracycline HCI (1%) 10.0 mg., per cc., sus- 
pended in sesame oil...retains full potency for 2 years 


contamination without refrigeration. 


*Reg. U.S, Pat. Off. 
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Wide Impact of the Asian Flu 

The effects of Asian influenza, while mild for 
the nation as a whole, may have an appreciable im- 
pact on the death rate from heart disease and re- 
lated conditions, according to Doctor Louis I. 
Dublin, health and welfare consultant to the Insti- 
tute of Life Insurance. In the past, Doctor Dublin 
states, when influenza has struck on a nationwide 
scale it has raised the death rate from cardio- 
vascular disease. 

Even if there were no Asiatic flu last vear, there 
are clear indications that the rising trend of mor- 
tality from heart disease will continue for 1957, 
Doctor Dublin said. This is borne out by reports 
for the first nine months of the year covering many 
millions of life insurance policyholders, as well as 
reports on a large sample on the general population. 

Circulatory diseases have for many years con- 
stituted the Number One killer, and now account 
for more than half of all deaths in the United 
States. What makes this figure all the more sig- 
nificant is that for some yet undiscovered reason, 
these diseases exact their very heavy toll in spite of 
the advanced state of public health and medical 
knowledge in this country. 

Astonishingly enough, Doctor Dublin said, the 
increase of heart and related diseases, from one 
fourth of all deaths in 1900 to over one half of 
deaths at present, can be traced to that selfsame 
progress of medicine and public health. Half a cen- 
tury ago infectious diseases were the major cause 
of death in infancy and childhood, as well as among 
young adults. In the intervening years a great va- 
riety of bacterial diseases have been brought under 
control, and mortality in the early years of life from 
these causes has been reduced almost to the vanish- 
ing point. 

The immediate consequence of these gains has 
been an impressive advance of the average age of 
the population, thus bringing huge numbers of 
people into the later years of life when heart and 
related diseases are prevalent. 
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New Revenue Service Ruling 

The Internal Revenue Service has announced 
that it is modifying its position with respect to 
classification for Federal income tax purposes of 
organized groups of doctors practicing medicine. 

In Rev. Rul. 56-23, C.B. 1956-1, 598, it was held 
that a group of doctors who adopt the form of an 
association in order to obtain the benefits of cor- 
porate status for purposes of section 401 (a) of the 
Internal Revenue Code of 1954 is in substance a 
partnership for all purposes of the Internal Rev- 
enue Code. 

It is now the position of the service that the fact 
that an association establishes a pension plan under 
section 401(a) of the Internal Revenue Code of 
1954 corresponding to section 165(a) of the 1939 
Code is not determinative of whether such organ- 
ization will be classified as a partnership or an 
association taxable as a corporation. The usual tests 
will be applied in determining whether a particular 
organization of doctors or other professional 
groups has more of the criteria of a corporation 
than a partnership. 

Basic criteria to be used in testing the existence 
of an association taxable as a corporation will be 
stated in a Revenue Ruling to be published at a 
later date. 

+ & 


Just a Short Step 

There is not an unlimited number of ways for 
Social Security to expand. Medical care is one of 
the few areas not covered by “social insurance,” 
and the present framework of the Social Security 
Act is adequate to cover socialized medicine by 
means of a few amendments. The Disability Insur- 
ance “Trust” Fund could be changed into a Health 
Insurance “Trust’”” Fund by the stroke of a pen. 
Taxes could be increased. A new title could be 
added to the law and the private practice of medi- 
cine could be virtually destroyed. 

. * + 

Council for Foreign Medical Graduates 

After nearly three years of preparation the [du- 
cational Council for Foreign Medical Graduates 
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has opened its headquarters office at Evanston, 
Illinois, with Doctor Dean F. Smiley, former sec- 
retary of the Association of American Medical 
Colleges, as its executive director. 

The council will certify that a student’s educa- 
tional credentials have been checked and found 
meeting minimal standards—18 years of formal 
education, including at least four years in a bona 
fide medical school, but excluding hospital train- 
ing; that the command of English has been tested 
and found adequate for assuming an internship in 
an American hospital ; and that the general knowl- 
edge of medicine, as evidenced by passing of the 
American Medical Qualification Examination, is 
adequate for assuming an internship in an Amer- 
ican hospital. 

Tentative plans call for the first American Med- 
ical Qualification Examination for foreign medical 
graduates already in this country to be held in 
either February or March 1958, and that the second 
such examination for foreign medical graduates 
both here and abroad will be held in either July 
or August. 


JANUARY, 


x * & 
Helping Pay Hospital Bills 

Senefit payments to persons covered by hospital 
expense insurance policies through the nation’s 
insurance companies have increased more than 
300% since 1948, the Health Insurance Council 
has reported. 
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Designed to help pay for hospital bills, these 
benefits, according to the Council, have risen at a 
faster rate than the cost of hospital care in the 
United States. During the period from 1948 to 
1956, hospital charges have increased 125%. 

In a projection of 1956 totals reported by insur- 
ance companies writing health insurance policies, 
the Council estimates that more than one billion 
dollars in benefits will have been paid in 1957 under 
hospital expense insurance plans, as compared to 
some 150 million dollars received by patients con- 
fined in hospitals in 1948. During 1956 alone, some 
900 million dollars was paid in hospitalization bene- 
fits, added the Council, a 500% increase in nine 
years. These figures represent payments made to 
help cover the cost of hospital expenses only, and 
do not include benefits paid by insurance companies 
through other types of policies to cover the ex- 
penses of medical, surgical, and major medical care, 
and for loss of income expense insurance. 

Evaluating the report, the Council said that the 
‘growth in benefit payments reflects both the 
greater proportion of hospital expenses being 
financed through insurance company policies, in- 
cluding practically every type of charge for hos- 
pital care, and the record expansion of these volun- 
tary health insurance programs.” 


‘ 


In this connection, the Council noted that nearly 
40%, or over 8 million people, of the 21 million 


who entered a hospital last year had insurance 
continued on next page 
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company policies to help pay for the cost of illness 
or accident. By the end of 1956, a record 66.3 mil- 
lion Americans were protected against the cost of 
hospital care, both through individual and family 
health policies, and under group insurance pro- 
grams. This represents a 155% increase in the 
number of people thus covered since 1948. 

In concluding its report of the rise in benetit 
payments in the last nine years, the Council also 
noted that there has been a decrease in the time a 
patient remains in the hospital. According to the 
American Hospital Association, the average length 
of time in short-term general hospitals in 1948 was 
8.1 days per patient. At the end of 1956, due to the 
advances in medical care and treatment, this aver- 
age was reduced to 7.7 days. 

+ * * 


“Happy Accidents” 

According to a special article in the J.A.M.A. 
for December 21, some of medicine’s happy acci- 
dents include: 

—The conquest of smallpox after Edward Jen- 
ner recalled the boast of a former milkmaid that 
she was immune because she had had cowpox— 
which then became the agent for mass immunity 
against smallpox. 

—The development of the stethoscope after a 
Paris physician, René Theophile Laennec, saw 
children tapping messages to each other along op- 
posite ends of a discarded plank. He recognized in 
the game the principle of the stethoscope. 

—The discovery of saccharine when a chemist 
forgot to wash his hands before lunch. Having just 
worked with a strange chemical, he wondered about 
the sugary taste of his roast beef sandwich. 

—And among the most famous of medicine's 
“happy accidents” are Fleming’s discovery of peni- 
cillin when he left a Petri dish uncovered and van 
Leeuwenhoek’s discovery of bacteria when he fo- 
cused a magnifying glass on a drop of water in- 
stead of ona fly's leg. Out of these grew the “peni- 
cillin age” and the science of bacteriology. 

* £ * 


Daytime House Call Fees 

Which physicians get the highest fees for house 
calls and which the lowest? The January 20 issue 
of Medical Economics reports the following na- 
tional figures for normal daytime house calls: 


ee Oe ee $8-9 
DA GCIBIS EG ooscscessoscecsscesttaticeeecoe 55 SO 7-8 
Pediatrician ...... am tate Pes olen 6-7 
General surgeon ............. concen ee 6 
General practitioner... 5-6 


Different rankings are found, the magazine points 
out, when the national picture is broken down to its 
four main types of locality—metropolitan, urban, 
suburban, and rural. Only in metropolitan and sub- 
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urban communities do OB/Gyn. men report the 
highest daytime house-call fees. In urban and rural 
areas, the internist heads the list. 

* x Ox 


Medical Costs and Health Insurance 

The Health Information Foundation has an- 
nounced that it will sponsor this year jointly with 
the National Opinion Research Center of the Uni- 
versity of Chicago, another nationwide survey of 
medical costs and voluntary health insurance cov- 
erage. A grant of $167,000 will make possible the 
survey. The Foundation is acting in behalf of more 
than 200 companies in the drug, pharmaceutical, 
chemical and allied industries that sponsor the 
organization, 


aK %* * 


Medical Schools Enrollment Up 

Of every 100,000 persons in the United States, 
4.7 were enrolled as freshmen in American medical 
schools during 1956-57. 

In fact, there were more freshmen medical stu- 
dents that year than ever before: 7,791, compared 
with 7,686 in 1955-56, according to the 57th annual 
report on medical education made by the American 
Medical Association’s council on medical education 
and hospitals. 

However, the number of 1957 graduates (6,796 ) 
from 78 approved four-year schools was slightly 
smaller than the 6,845 graduated in 1956. 

The 7,791 freshmen were part of 28,852 students 
enrolled in the 78 four-year approved schools and 
four schools of two-year basic medical science in 
the U.S. 1956-57 was the eighth consecutive year 
that a new record in total enrollment was estab- 
lished, the report said. In 1956-57 there were 
28,039 students enrolled. 

In addition to teaching these medical students, 
the schools also undertook to teach more than 
62,000 other undergraduate students in allied med- 
ical fields. These were in dentistry, nursing, phar- 
macy, X ray, and medical technology, arts and sci- 
ence courses, physical or occupational therapy, and 
medical records and medical librarianship. The 
schools also assisted in the education of interns 
and residents and practicing physicians doing post- 
graduate study. 

* » » 


PG Course on Diseases of the Chest 

The Council on Postgraduate Medical Education 
of the American College of Chest Physicians will 
sponsor the 11th Annual Postgraduate Course on 
Iiseases of the Chest at the Warwick Hotel, Phila- 
delphia, March 3-7, 1958. The most recent advances 
in the diagnosis and treatment of chest diseases— 
medical and surgical—will be presented. The tui- 
tion fee is $75 including round-table luncheons. 
concluded on page 52 
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THE WASHINGTON SCENE 


As Reported by the 


Washington Office, American Medical Association 





agate YEARS AGO, in passing the National Em- 
ployment Act of 1946, Congress provided for 
two organizations whose sole function is to promote 
maximum employment, maximum production and 
maximum purchasing power. One is Congress’ 
own Joint Economic Committee; the other, the 
President's Council of Economic Advisers. 

The President’s Council constantly studies all 
forces—social as well as financial—that affect em- 
ployment and production, and before each January 
20 makes its report to the President, who in turn 
utilizes that in drafting his annual economic report 
to Congress. 

At the same time the Congressional Joint Eco- 
nomic Committee is making its own separate 
studies, holding hearings and preparing a_back- 
ground of information against which to judge the 
President’s economic recommendations when they 
come before it. The Congressional committee, how- 
ever, is wholly advisory; it does not itself draft 
legislation but makes public its annual report before 
vach March, 

Although this committee is denied legislating 
power, its influence often directs the course of leg- 
islation. For example, a strong, one-page report 
from this committee is credited with keeping Con- 
gress in session after start of the Korean war and 
thus preventing a scheduled decrease in taxes. 

When it calls in witnesses, the Joint Committee 
attempts to obtain a broad cross-section of opinion— 
the liberal along with the conservative. For this 
reason, recent hearings under the sponsorship of 
the Joint Committee attracted more than casual in- 
terest. They brought together conflicting general 
philosophies and controversial specific issues. In 
the health-welfare fields, the following were some 
of the views: 

The question of hospitalization for the retired 
aged through the social security mechanism was 
debated pro and con by the panelists. Two views: 

Professor Wilbur Cohen, University of Michi- 
gan—The former Social Security official maintains 
that the system can stand the drain of hospitaliza- 
tion for the aged. It could be done for one half of 

% of taxable income, he argued, and he would 
raise the latter to the first $6,600 of income instead 
of the present $4,200. 


\V. Glenn Campbell, American [Enterprise Asso- 
ciation—Congress should give the medical profes- 
sion and the insurance industry a chance to work 
out this problem through traditional methods rather 
than institute a costly compulsory system with all 
its attendant damage to the effective practice of 
medicine. 

Two other panelists expressed parallel views on 
the broader and philosophical aspects of health 
and welfare: 

Secretary Folsom of HEW—tThe burdens of 
disease, disability, ignorance and insecurity cannot 
be escaped by under-investment in health, education 
and welfare. Such an under-investment would have 
a costly effect on private charities, budgets of gov- 
ernments, efficiency of industry and the purchasing 
power of consumers. 

Professor Clarence D. Long, Johns Hopkins 
University—An expansion of social welfare pro- 
grams will have a very great stimulating effect on 
the economy, provided we play down those pro- 
grams that involve mere charity and emphasize 
those that help people to help themselves. 

On the day of the hearing on health, education 
and welfare, the panelists agreed that no crash pro- 
grams in education were called for despite the 
scientific manpower shortages. Other comments on 
education : 

Professor Paul J. Strayer, Princeton Univer- 
sity—Kither federal aid will be forthcoming on 
terms that can be acceptable to the states or we will 
suffer a general deterioration in the quality of 
education. 

President Howard R. Bowen, Grinnell College 
Federal aid should not be granted directly to col- 
leges and universities but through intermediary 
non-profit corporations controlled by boards ot 
trustees made up of distinguished citizens. 
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Hospitals Experiment in “Progressive Care” 

A study of new “progressive care” experiments 
in hospitals has been started by the Public Health 
Service, Department of Health, Education, and 
\Velfare. Under “progressive care” plans, patients 
are moved from intensive care to routine care and 
then to self-service care as their condition improves. 

A national survey is under way to find out how 
many hospitals have these plans. Questionnaires on 
this subject have been sent out to 8,000 hospitals 
throughout the country. 

In addition, a team of Public Health Service 
personnel and consulting specialists will visit sev- 
eral hospitals that are conducting experiments in 
progressive care. The first plan to be studied by the 
team is at the Manchester Memorial Hospital, 
Manchester, Connecticut. 

In this hospital the critically ill patients are 
placed in a special care unit with nurses constantly 
in attendance, special equipment, and necessary 
drugs; those less seriously ill are in a routine care 
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unit ; and those almost recovered, or awaiting diag- 
nosis, are assigned to a self-service unit. 


WORTHY OF REPETITION 


“Could Hamlet have been written by a committee, or 
the Mona Lisa painted by a club? Could the New Testa- 
ment have been composed as a conference report? Crea- 
tive ideas do not spring from groups. They spring from 
individuals. The divine spark leaps from the finger of 
God to the finger of Adam... 

“What shall we say about the endless, sterile, stultify- 
ing conferences held in substitution, or in the desperate 
hepe of substitution, for individual inventiveness; the 
public-opinion polls whose vogue threatens even our 
moral and esthetic values with the pernicious doctrine 
that the customer is always right; the unctuous public- 
relations counsels that rob us of both our courage and 
our convictions? This continuous, daily deferral of opin- 
ion and judgment to someone else becomes a habit . . . It 
conjures a nightmare picture of a whole nation of yes 
men, of hitchhikers, eavesdroppers, and Peeping Toms, 
tiptoeing backward off-stage with their fingers to their 
lips — this, the nation whose prophets once cried “Trust 
Thyself!” ... 

“Nor shall we recover our self-respect by chasing after 
it in crowds. Self-respect cannot be hunted. It cannot be 
purchased. It is never for sale. It cannot be fabricated out 
of public relations. It comes to us when we are alone, in 
quiet moments, in quiet places, when we suddenly realize 
that, knowing the good, we have done it; knowing the 
beautiful, we have served it; knowing the truth, we have 
spoken it.” 


A. WHITNEY GRISWOLD, President, Yale University, 
as quoted in Newsweek Magazine. 
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PERRY BERNSTEIN, M.D., a practicing 
physician in Rhode Island for many years, died on 
February 23, 1957. 

Doctor Bernstein was born in Russia, on Sep- 
tember 25, 1899, and he came to Providence about 
forty-four years ago. He attended Tufts College 
Medical School and was graduated in 1924. He 
served his hospital internship at Macon Hospital, 
Macon, Georgia, and subsequently he was a mem- 
her of the staff of the Miriam Hospital and the 
Roger Williams General Hospital. 

Doctor Bernstein was a member of the Provi- 
dence Medical Association, Rhode Island Medical 
Society, American Medical Association, and the 
American Gynecological Association. 


ANTONIO BELLINO, M.D., a practicing 
physician in Providence, died suddenly at his home 
on October 15, 1957. 

A native of Providence, Doctor Bellino was born 
on July 25, 1908. He completed his premedical 
course at Providence College in 1928 and received 
his Bachelor of Philosophy degree from that col- 
lege in 1930. Doctor Bellino was graduated from 
the Medical School of Georgetown University in 
1934 with the degree of Doctor of Medicine. 

After interning at Notre Dame Hospital, Central 
Falls, and Charles V. Chapin Hospital, he began 
the active practice of medicine in Providence in 
1936. 

Doctor Bellino was on the staffs of St. Joseph’s, 
Roger Williams General and Our Lady of Fatima 
hospitals. 

He was a member of the Malpighian Medical So- 
ciety, the Providence Medical Association, the 
Rhode Island Medical Society, and the American 
Medical Association. 


ROBERT H. BRESLIN, M.D., a prominent 
Providence physician, died on June 25, 1957. 
He was born in Providence on October 6, 1888, 


- and attended elementary and high school in Provi- 


on 


oe 


be 








' dence, and then received his Doctor of Medicine 


degree from the University of Maryland in 1915. 
He interned at St. Joseph’s Hospital, Hartford, 
Connecticut, 1915-1916, and later served on the 
staffs of St. Joseph’s and Roger Williams hospitals 
as consulting gynecologist. 


Doctor Breslin served in the United States Navy 
from 1907 to 1911. He was also a captain in the 
Medical Corps of the United States Army in World 
War I. 

He was-a member of the American Legion, the 
Veterans of Foreign Wars, St. Paul’s Council, 
Knights of Columbus, and the Edgewood Yacht 
Club. He held memberships also in the Providence 
Medical Association, Rhode Island Medical Soci- 
ety, and the American Medical Association. 


ELLIOTT M. CLARKE, M.D., honored a few 
years ago for being a practicing physician for more 
than half a century, died at his home on October 
31, 1957. 

Doctor Clarke was born in Hope Valley on 
October 17, 1877. He was graduated from Har- 
vard University Medical School in 1899. 

Doctor Clarke began practicing medicine in 
Mansfield, Massachusetts, after interning at Rhode 
Island Hospital. He came to Central Falls in 1914 
and maintained his office there until his retirement 
three years ago. 

In 1954, Doctor Clarke was presented a plaque 
by the Pawtucket Medical Association in recogni- 
tion of his fifty-four years in the medical profes- 
sion. He was a member of the Rhode Island Med- 
ical Society, the American Medical Association, 
and he was a past president of the Pawtucket Med- 
ical Association. 


JAMES P. CLUNE, M.D., age fifty-four, died 
on November 13, 1957, at St. Joseph's Hospital. 

Doctor Clune was born in Cranston on Septem- 
ber 22, 1903. A graduate of Providence College, 
class of 1923, and Georgetown University Medical 
School, class of 1927, he served his internship at 
St. Joseph’s Hospital, the New York Skin and 
Cancer Hospital, and the Berwin Maternity Clinic, 
New York. 

He was a member of the staffs of St. Joseph’s 
Hospital, Roger Williams General Hospital, 
Charles V. Chapin Hospital, and the state institu- 
tions. 

Doctor Clune was a member of the Rhode Island 
Medical Society, the Providence Medical Associa- 
tion, and the American Medical Association. 
continued on next page 
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CHARLES O. COOKE, AM.D., retired surgeon 
and physician, died on April 16, 1957, at the age 
of seventy-eight. 

Doctor Cooke was born in Providence on April 
26, 1878. A graduate of Brown University in 1899, 
and of Yale Medical College in 1905, he served his 
internship at Rhode Island Hospital. He served 
later on the staffs of many hospitals in this area. 

Doctor Cooke was a 32d degree Mason, a 
Shriner, and a member of the University and 
\Vannamoisett Country clubs. He also was a mem- 
ber of many medical societies and a diplomate of 
the American Board of Surgery. He also held 
membership in the Providence Medical Associa- 
tion, the Rhode Island Medical Society, and the 
American Medical Association. In 1932, he was 
awarded the Fiske Prize by the Rhode Island Med- 
ical Society for his contributions to his special field. 

He was a member of the Sigma Xi honorary 
scientific fraternity at Yale and at that university 
won the Keese Prize for his thesis. Doctor Cooke 
also belonged to Dei Chapter, Nu Sigma Nu, at 
Yale. 


JOSEPH FRANKLIN, AI.D., chief of the De- 
partment of Gynecology and Obstetrics at Miriam 
Hospital, died on April 1, 1957, at the New Eng- 
land Medical Center in Boston, Massachusetts. 

Born in Armenia, November 10, 1899, he had 
heen a practicing physician in Providence for more 
than thirty years. Doctor Franklin re eived his 
medical degree from Harvard University in 1925 
and he served his internship at Boston City Hos- 
pital and Rhode Island Hospital. 

In addition to Miriam Hospital, he was on the 
staffs of Rhode Island, Providence Lying-In, 
Charles V. Chapin hospitals, and he was a consul- 
tant in gynecology and obstetrics at South County 
Hospital. He was also a member of the courtesy 
staff of Roger Williams General Hospital. 

Doctor Franklin was a member of the Rhode 
Island Medical Society, the Providence Medical 
Association, the New England Obstetrical and 
Gynecological Society, the American Board of 
Obstetrics and Gynecology, the Academy of Ob- 
stetrics and Gynecology, the Harvard Club of 
Rhode Island, the Harvard Chemist Society, and 
Overseas Lodge, F. and A.M. 


WALTER C. GORDON, AL.D., a Providence 
resident for fifty years, died on June 1, 1957. 

Doctor Gordon was born in Caledonia, New 
York, on January 23, 1878. He received his Doctor 
of Medicine degree from the University of Mary- 
land in 1907, and served his internship at Wallum 
Lake Sanatorium. 

Doctor Gordon had served on the staffs of Rhode 
[sland Hospital and St. Joseph’s Hospital. 
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He was a 32d degree Mason, a member of the | 
Providence Rotary Club, and the British [Empire ‘ 
Club. Doctor Gordon was also a member of the ‘ 
Providence Medical Association, the Rhode Island | 
Medical Society, and the American Medical As- 7 
sociation. 
: ' \ 
ROLAND HAMMOND, ALD., an orthopedic 5 
surgeon in Rhode Island for forty-two years, died tl 
on June 11, 1957, at the age of eighty-one. y 
Doctor Hammond was born July 29, 1875, in | 
3ellingham, Massachusetts. He was graduated tl 
from Tufts College in 1898 and from Harvard 
Medical College in 1902, and served his internship A 





at Rhode Island Hospital prior to starting his prac- 7 
tice here in 1905. Sit 

Doctor Hammond served as a medical officer in 7 
Newport, Ireland, and London during World War 








, : ; s ci 

I, and he was a lieutenant commander in the Navy | py 
Medical Corps from 1934 to 1938. tft 
He was consulting orthopedic surgeon at Rhode 7p 
Island and St. Joseph’s hospitals, and at various 7 yy 


times in his career had headed the orthopedic de- —— 
partments at Miriam Hospital and Memorial Hos- 7 
pital in Pawtucket. He also had been consulting Is 
orthopedic surgeon at Charles V. Chapin and —— @ 
Lying-In hospitals in Providence, South County ~ 

Hospital in Wakefield, and the Westerly and New- 7 





port hospitals. i A 
Before his retirement from practice Doctor — 8! 
Hammond was recognized as one of the leading H 
bone specialists in Rhode Island. He was president —  @” 
of the Boston Orthopedic Club in 1926, president —— th 
of the Providence Medical Association in the same 
year, and president of the Rhode Island Medical —  \ 
Society in 1935-36. From 1920 to 1936 he was vice- th 
president of the American Orthopedic Association. 
Doctor Hammond also had served as chairman of —— su 





the Rhode Island Regional Committee on Frac- 
tures of the American College of Surgeons, and he 
was a member of the American Academy of Ortho- 
pedic Surgeons, and the American College of Sur- 
geons. He was a delegate from Rhode Island from 
1924 to 1933 to the American Medical Association 
and was a diplomate of the American Board of 
Orthopedic Surgery. He also was a member of the 
Providence Medical History Club. 

















ROBERT G. MURPHY, M.D., a practicing 
physician in Providence since 1936, died on May 
6, 1957. 

He was born in Providence on February 26. 
1907 and attended Hope High School and Brown 
University here. He was graduated from McGill 
University Medical School in 1933. His internship 
was served at Charles V. Chapin and Rhode Island 
hospitals and he later served as resident physician 
at Rhode Island Hospital. He had been on the staffs 
of the Rhode Island Hospital, and Our Lady of 
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Fatima Hospital, the courtesy staff of St. Joseph’s 
and Roger Williams hospitals, and he was a Visit- 
ing Physician at the Toxemia Clinic, Providence 
Lying-In Hospital. He was also an attending physi- 
cian at the Veterans Administration Hospital. 

Doctor Murphy served as a major in the Army 
Medical Corps during World War II. He enlisted 
in the Army on August 17, 1942, as a member of 
the 48th Evacuation Hospital Unit composed of 
members of the staff of Rhode Island Hospital. 
He served with that unit in the China-Burma-India 
theater of operations until the end of the war. 

He held memberships in the Providence Medical 
Association, of which he was treasurer for six 
years, a member of its Executive Committee and 
the chairman of the Association’s Committee on 
Group Insurance; the Rhode Island Medical So- 
ciety, of which he was a member of its House of 
Delegates ; and the American Medical Association. 
He was also a Fellow of the American College of 
Physicians, and a member of the New England 
Heart Association. 


IRA H. NOYES, M.D., prominent Rhode 
Island obstetrician and gynecologist for nearly half 
a century, died suddenly on May 3, 1957. 

Doctor Noyes was born in Stonington, Connecti- 
cut, on July 29, 1885. He attended Norwich Free 
Academy in Norwich, Connecticut, and he was 
graduated from the Yale Medical School in 1908. 
He served his hospital internship at Rhode Island 
and Providence Lying-In hospitals, and served on 
the staffs of most of the hospitals in Rhode Island. 

Doctor Noyes served as a captain in the Medical 
Corps during \WWorld War I and went overseas with 
the American Expeditionary Force. 

He was a fellow of the American College of 
Surgeons, the American Medical Association and 
the Rhode Island Medical Society, and belonged to 
the New England Surgical Society, the New Eng- 
land Obstetrical and Gynecological Society, the 
New England section of the American Urological 
Association, and the Providence Medical Asso- 
ciation. 


EMERY M. PORTER, M.D., widely known 
surgeon, died at Khode Island Hospital on No- 
vember 4, 1957. 

sorn in Providence on September 10, 1884, he 
received his Doctor of Medicine degree from Har- 
vard Medical School in 1910. He served his intern- 
ship at Roosevelt Hospital, and at Sloane Hospital 
for Women, both in New York City. 

He served in the Medical Corps during World 
War I, and was discharged with the rank of cap- 
tain. Doctor Porter became a major in the Medical 
Reserve in 1928, 

Throughout Doctor Porter’s forty-four years of 
medical practice in Providence he served on the 
staffs of many hospitals and he was considered to 
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be one of the most prominent general surgeons in 
Rhode Island. 

He was a member of many clubs and organiza- 
tions throughout the state. He was a past president 
of the Providence Medical Association, a member 
of the Rhode Island Medical Society, the American 
Medical Association, a fellow of the American 
College of Surgeons, a member of the Founders 
Group of the American Board of Surgery, and a 
member of the New England Surgical Society, of 
which he was president in 1949. 


JOSEPH T. ROSWELL, M.D., dean of the 
medical staff of the Woonsocket Hospital, and old- 
est member of the Rhode Island Medical Society, 
died in Woonsocket, Rhode Island, on December 
20, 1957. 

Doctor Roswell was born in St. Louis, Missouri, 
December 27, 1865, and when his family moved to 
Pittsburgh, Pennsylvania, he completed his educa- 
tional training there, graduating from the Univer- 
sity of Pittsburgh in the same class with the famed 
Doctor Chevalier Jackson. He received his Doctor 
of Medicine degree from Bellevue Hospital Med- 
ical College (sumina cum laude) in 1894, and be- 
cause of his high scholastic standing he was ap- 
pointed senior assistant to the House staff, and also 
surgical resident. 

He established his medical practice in Rhode 
Island in 1896, at Providence, and the following 
year he moved to Woonsocket to practice. He 
served as a member of the Woonsocket Hospital 
staff from 1909 until his retirement as chief anes- 
thetist in 1939. He was secretary of the Woon- 
socket District Medical Society for several years ; 
he served as a member of the examining board for 
the Selective Service in World War II ; and he was 
at one time a member of the city School Committee. 

Doctor Roswell is survived by two daughters, 
Miss Madeline Roswell, and Miss Helen C. Ros- 
well, both of Woonsocket. 


NILES WESTCOTT, M.D., assistant superin- 
tendent at Butler Hospital for twenty-seven years 
before his retirement in 1954, died on May 31, 
1957. 

Doctor Westcott was born on April 25, 1881, in 
Oaklawn, Rhode Island. He was graduated from 
Yale University Medical School in 1909 and was 
licensed to practice medicine in Rhode Island that 
same year, 

After interning at Rhode Island, Charles V. 
Chapin, and Providence Lying-In hospitals, he 
practiced medicine in Delaware and Rhode Island 
before he was appointed assistant superintendent 
at Rhode Island Hospital. In 1927 he resigned to go 
to Butler Hospital. 

Doctor Westcott was a member of the Provi- 
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ical Society, and the American Medical Associa- 
tion, and he was a fellow of the American Psy- 
chiatric Association and the Rhode Island Assogia- 
tion of Psychiatry and Neurology. 

He also was a member of the Rhode Island Yale 
Alumni Association, The Rhode Island Historical 
Society, the University Club and the Westcott 
National Family Association. He was a member of 
the Community Baptist Church of Oaklawn, and 
of What Cheer Lodge, F. and A.M. 

He was noted in his profession as being one of 
the first in this country to diagnose agranulocytosis, 
a blood ailment, and he was among the first to make 
a diagnosis of undulant fever. He also made a 
diagnosis of Pick’s Disease of the brain, rarely 
made on a living patient. 
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